eal 


death. Page 4 
unerol director, 


Ft 


CTOR: After this certificate hos been signed by the ottending physicion ond completely filled in 
Pages | ond 2 should be filed with 


Then please remove corbon papers. 
¢ death. 


ENDING PHYSICIAN: The low requires that the death certificote be executed within 24 hous 
ing physicion. 


the hospital or oftes 


poge 3 should be detoched far use as the buriol-tronsit permit. 
the registrar priar to buriol, cremotion, or removol, ond in ony even! within 72 hour, 


TO FUNERAL 


po 


2a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


8943 CERTIFICATE OF DEATH usolg 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence before admission) 


baal, C ARROLL fina aFa)2 LD MWD - BCOUNTY @ A R RoLe 


ati qt eonice corporote limits, write ¢. LENGTH OF STAY IN 1b £. CITY OR TOWN (IF outside corporate limits, write RURAL and give nearest town) 
eT O YEARS VI WESTMINSTER . 


Reg. Dist. No. 


d. Reeavickn {tf nat in hospital, give street address) f d. STREET ADDRESS = * e. 1 RESIDENT 
GCO1 6LD BALT- Koanvp vs] No 


3. NAME OF Month 


NAME OF Fins Middle lost 4. parE Dey Year 
(Type or print) SOPHIA WRICK BROWN carn AUGUST 17 1959 
5. SEX 4 COLOR OR RACE |7. maRRieD [1] NEVER MARRIED [1] |®. DATE OF BIRTH %. AGE lin years IF UNDER 1 YEAR[IF UNDER 74 HRS, 
Pe MaLE|wiITE mmm owen SEPT 4 1gb5] Gap | | 
VOo. USUAL OCCUPATION {Give kind f work dove] 1b, KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Sole or foreign county) 12, CITIZEN OF WHAT COUNTRY? 
Joring most oF working life, even if ret f 
ty; FE BALTIMORE MD. | UNITED STATE 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


HEWRY JX RICK 2AROLING FINK. 


. 5. i IT Ay 
SE" REF) Jackin a BeEy BOE 
— 


1B, CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PARTI. ay. ‘ SUF (TEX 
ART I, DEATH WAS CAUSED BY: AL ITNSuU IC IEWC UTB, 


DUE To 
Conditions, it ony, which AR IOSGLEROSIS CARDIO VASE yLAN. 
cote angie amass DUE TO 
ying cause lost. te 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) |19. eee 


MED? 
Ys] noQ 
200. ACCIDENT WAS UNDERLYING []_ 4 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port or Port 11 of item 18.) 
OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour o. m. While Nat white: factory, street, office bldg., etc.) } 
pom. 19 fat work [J ot work H 


21.1 certify that | attended the deceased fram VOW DY BERS Z, is Jie ST __., 198-7. that | last saw the deceased 
alive rhb GkST IF, 255. and that death accurred at FER, fram the causes and an the date stated abave. 


; ADORESS (Street, city ar tawn, stote} ATE SIGNED 
retin Dowrisal 0 Welder MO. _14 RIDGE RGAD ee & IZ)SY 
tities DAMEL LT. WELLIVER West MINSTER MPRYLAMD _ 

220. BURIAL, CREMATION, | 22b. DATE THEREOF 22c, NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or county) {Stgte) 
Westminster Cemetery Westminster Maryland 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS. da. REC'D _BY.REGISFRAR ‘2db. REGISTRAR'S SI prure 
John R. Byers Westminster, Maryland Date Apa TSS 9 


MEDICAL CERTIFICATION 


death. Page 4 
led with 
eA 


Pages 1 and 2 should, 


an ond completely filled in by the funeral directar, 


arben papers. 
ath 


The law requires that the death certificate be executed within 24 ha 
Then please remave 


a by the hospital ar attending physician. 


TO FUNERAL DIRECTOR: 


After this certificate has been signed by the attending physi 


TENDING PHYSICIAN 
the registrar prior ta burial, cremation, ar remaval, and in any event within 72 haur 


page 3 shauld be detached far use os the burial-transit permit. 


TO HOSPITA 
may be retar 


ae 
ee 
2a 
ge 
et 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


8948 


05915 


Reg. Dist. No. 
1 A as ae er: RESIDENCE (Where deceased lived. If institution: Residence before admission) 
o. COUN °. b. COUNTY f 
RROLL sear vas ‘MARYLAND BALTIMORE 
b. CITY OR c. LENGTH ais STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


outside corporate mits, write 
Et ost acy Ce 


RURA 4 OS Xa 
: Sryeers | Sparrows Point (19). : : 
4 wt (IF not in hospital, give street oddress) d. STREET ADDRESS e. 1S REStOENCE 
& OR INSTITUTION ON A FARM? 
prinefield state Hospital Maryland 3113 Lynch Road ves [] NOG 
3. NAME OF First Middle lost 4. DATE Month Day Year 
DECEASED | OF 
{ype or print) WILLIAM GARROLL BUCKLER, JR. Seg 8 1 
S. SEX . COLOR OR R 7. 7 9. AGE (Ii 
6. COLOR OR RACE [7. MARRIED [-] NEVER MARRIED [3p] ®. DATE OF BIRTH AGI sda 
male white wibowep [) DIVORCED [] 12=-8=26 
10a. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 


during most of working life, even if retired) 


d 


Hospital attenda 
13. FATHER’S NAME 
W: 


14. MOTHER'S MAIDEN NAME 


Mabel Rawlings 


18. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


[es, no, oF unknown) | (UF yes, give war or dates of service) 


no 


INFORMANT Address 


1B. CAUSE OF DEATH [Enter only one couse persline for (0), (b), and (c). 
PART I. DEATH WAS CAUSED BY: 


ONSET AND DEATH 


IMMEDIATE CAUSE (0) 
“gt x 


DUE TO 
Conditions, if any, which (eL 


fora Dhak 


gove rise to immediote 
couse (0), stoting the under. ( DUE TO 
lying couse lost. fe 


19, WAS AUTOPSY 
PERFORMED? 


ves RY NOT] 


20a. ACCIDENT WAS UNDERLYING va peke 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


Past I. cer wey 4 SIGNIFICANT C DITIONS CON’ ee TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 


20c. TIME OF INJURY Month, 
Hour 0. m. 


p.m. 


21. | certify thot | attended the deceased a 


Year | 20d. INJURY OCCURRED 


While Not while, 
19 lot work [7] ot work 


Doy, 


Zz 
ce) 
= 
< 
a 
3s 
& 
fr 
uo 
z 
y 
2 
= 


Qe s 
alive aaa —— = 12. 


PHYSICIAN'S 
NAME (Type) 


Ellia S. Magolin 


200, PLACE OF INJURY |Home, form, | 20F. (City or town) 
foctory, street, office bldg., etc.) | 


“hd that aaehy accurred at. 


(County) {Stote) 


P94 /' 19. 


£J_M, ff6m the causes dnd an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


hat | last saw the deceased 


‘220. BURIAL, CREMATION, | 22b. DATE THEREOF 


‘Tic. NAME OF CEMETERY 
REMOVAE cao 


Og ALaw 


AL DIP ECTOR'S IATURE ADDS 6 
, Haz pet Ay ¥ Dundalk 22 


‘OR CREMATORY 


‘24b. REGISTRAR’S SI 


Cites £ Had 


‘dq. REC'D BY REGISTRAR 


oaTRUG 19'59 


“MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 (: S91 6 
8959 CERTIFICATE OF DEATH 


Reg. Dist. No. 


~~ ce 
3 2 1. PLACE OF DEATI 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission} 
8 £3 pen MARYLAND 5s b, COUNTY 
. 33 
= 3e* b. CITY OR TOWN (If putside corporote limits, write |e, LENGTH OF STAYIN I || c. CITY OR TOWN (IEgblside carporate lipits, write RURAL ond give nearest town) 
8 ae Al and give nefrest tawny 
a iy ; oO Wa) x ae 
22g d. NAME OF HO; FAL (if nat in hpspital, give street address) d. STREET ADDRESS: e, IS RESIDENCE 
cad ORinstUned | oa ‘ / iC CF oe Ree 
a és g 7 lhe yes] No Bf 
z 
8 3. NAME OF First Middle st 
: teen VLAUR A — V -—BUR boon 
e 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE a BIRTH 


5, SEX wr, dL 
H thd i 
wivowen fx} Divorced [] G— yY- 1% 56 ? 5 J 
100. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
durin + of working life, even if retired) ye a Jg A 
A, 


13. FATHER'S NAME 14. Bre. MAIDEN NAME J 


after death. 


15. WAS ay IN U. S. aN FOR Les 16. SOCIAL SECURITY NO. aon Address 


{¥es, 00, or unknown) . give war or doles of “= 
; 2.0-a§=J2.19 - too Whe a 
1B. CAUSE OF DEATH [Enter only one cause per line for (0), (bj, and (c).} ong VAN a Ey d 
PART |. DEATH WAS CAUSED BY: Cg ox, 


IMMEDIATE CAUSE (0), 


Pais * nih al Leg prtounenix i vy Fete WHE Zy y 0, 


Then please remave carban papers. 
3 


the registrar prior ta burial, cremation, ar remaval, and in any event within 


gove rise to immediate 
couse (0), stoting the under- ( DUE "0 


The law requires that the death certificate be executed within 24 hi 


After this certificate has been signed by the attending physician and campletely filled in by t 


i 
& 
ies lying couse lost. () 
285 S Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS 4 ceed 
~ bom = 
a3a (0) 3 yess) Nott 
pl er © [200. ACCIDENT WAS UNDERLYING L]__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 1B.) 
ZBde & | OR CONTRIBUTING L] CAUSE OF DEATH 
52s & | AF EITHER, NOTIFY MEDICAL EXAMINER) 
236 & [20c. TIME OF INJURY Manth, Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20F. (City or town) (County) (State) 
>5 2 a Hour o. m. While Nat while factory, street, office bldg., etc.) | 
eae" = p.m. 19 Jot wark [J of work [J ' 
e6a;2 G 
pas 21. 1 certify that | attended ¢ TE ir =. TH_Fithat | last saw the deceased 
B o 
on 3 alive an_ LK. ANNO, Ue at de Oo M, fram the causes and an the date stated abave. 
Fos ADDRESS (Street, city or town, stote) DATE SIGNED 
7. } 
5 ACTUAL pater Hamp: Md / 
$ / sstthedNC. OB M.D. stead 8/28 fed 
2 
= 
o 
So 
o 
o 
D 
Oo 
a 


TO FUNERAL DIRECTOR 


af PHYSICIAN'S 

<3 NAME (Type) Mo Ce Porterfie Jk 
a3 ‘Wo. BURIAL, CREMATION, | 22b, DATE er 22c, NAME OF CEMETERY) OR CREMATORY ean (City gown or county) Sto 
O°. IMOVAL (Speci ¥-3 ~§9 LLULY., ah (2) 

zo f- 

oF ALALLLN 

‘4 

VS 


23. TMMMRRA | DIREGTOR'S ADDRES) / ‘2ha. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Buoise. CaS OPA Dferiiupiiliad Us pate AUG 3 1 59 Onthug & ama 


ad 


rth 


wf 


death. Poge 4 
din by the funeral directar, 


Poges 1 ond 2 shauld be fi 


Then please remove carbon papers. 


| or attending physician, 


TENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 h 


red by the hospi 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely 


page 3 shauld be detached for use as the burial-transit permit. 


TO HOSPIT, 
may be rete 


BS 
=> 
La 
32 
8= 


fi 


dtter death. 


the registror prior to burial, cremation, or remaval, ond in ony event within 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 & 9 17 
8957 CERTIFICATE OF DEATH ae 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
0. COUNTY 0. STATE 


Carroll MARYLAND Maryland een City v 


b. CITY OR TOWN {If outside corporate limits, write cc. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neares! town) 
RURAL ond give neorest town! 
Sykesville (Rural) lyr{nos.13eaye: _ Baltimore 3V0l-¥ 


d. NAME OF HOSPITAL (if nat in haspital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
ring field State Hospital 6922 Bank Street ves) Note 
= pewadd First Middle Lost 4. ig Month Day Year 
(Type or print) Theresa Mary Burke pee August 20,__19 
5. SEX 6. COLOR OR RACE |7. maRRiED ] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE {in years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


‘nggen Manths/ Days | Hours | Min. 
yrs. 


Female White —|wooweogy —_worceo) | December 2h, 167 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole ar fareign country) 
during most af working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


Housewife ow Maryland UaSehe 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Rose Cherle 
15. WAS DECEASEDEVER IN RMED FORCES? 16. SOCIAL SECURITY NO. INFORMANT Address 
{¥es, 90, oF unknown) {IF yes, give wor or dates of service) 
No | =e = Springfield State Hospital Record 
18. CAUSE OF DEATH [Enter only one couse per line for (0}, (b), ond (c}-] INTERVAL BETWEEN 


PART 1. DEATH WAS CAUSED By: 77 eee eae 


as IMMEDIATE” \USE mT -Corenacy occlasow 1_day 
LY ef DUE TO ' . 

Conditianst enya which - Aw hew i} Sclevo he Cotnrolr'e Secu | ar Years 
gove eles Tenegee Bae ger ox SASS Ve 

couse (a), stating the under. 


lying couse lost. ; © %, Genremnlized ounhei ° scle posi = Years 


Fe Pant. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)[19. WAS AUTOPSY 
3 C.B.Seassocewith cerebral arteriosclerosia: without qualifying phrase. | 51 xo 
E | 200. ACCIDENT WAS UNDERLYING [)_ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port } or Part Il of item 18.) 
& |OR CONTRIBUTING C1 CAUSE OF DEATH 
& | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
& ]20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
a Hour 0. m. While Not @hile foctory, street, office bldg., etc.) i 
= p.m. wv lat work [] ot work H 
21.1 certify that | attended the deceased from__May Sy _ zs 1959., to August 20,__, 1929 that | last saw the deceased 
alive an_August 1 ppt es r 1959 __, and that death accurred at_13:3 JAM, fram the causes and an the date stated abave. 
4 ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL v yf 
SSuAtuee Yer : fiedvn no. Springfield State Hospital... 
PHYSICIAN'S 
NAME (Type)__ Rita Se Glahn, Ms De Sykesville, Maryland 


‘220. BURIAL, CREMATION, | 2b. DATE THEREOF 
REMOVAL (Specify) 


‘Ze. NAME OF CEMETERY Ve Cow ‘Z2d. LOCATION (City, town, or county} (Stote) 
SY ALC VS ava S | {ZB ALT Oe Ae. 


fi 
ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


IGPESITELAI RD. pate puG 2 4 ‘99 Cither £ Frans 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 k 
8952 MEDICAL EXAMINER'S CERTIFICATE OF DEATH USS18 


~ 


2 


g = s Reg. Dist. No. 
3 8 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If Institution: Retidence before admission) 
ge & cs ©. COUNTY 0. STATE b. COUI 
ee Carroll MARYLAND Maryland coMarroll 
é 3% \- B. CITY OR TOWN i nice corpora inin vie murat [e- LENGTH OF STAY IN Ib. |! ¢, CITY OR TOWN (If oubide corporate limits, write RURAL ond give nearest town) 
Bye M Ai rs Xx Mt. Airy 
ed d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress} d, STREET ADDRESS e Pao 
5 
ay N. Main St. N,. Main St. ves) NO 
.. 
meek 3.N Fire le 4. DATE Month Day Year 
Sea e OF 
Behe (Type or pxinn CONAWAY DEATH AUG. 2, 1999 
Dice. 6 FRank ‘OR RACE |7- MARRIED i ear MARRIED (_]| 8. DATE OF BIRTH 9. AGE (in yoon  [IFUNDER YEAR] IF UNDER 24 HRS. 
Exe toa eirieee ‘Months | Days | Hours | Min, 
gots widowep [J —_—tvorceo [} 5~26-1900 59 yn. 
Bo 25 of ik done] 10b. KIN OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Ste or foreign county] 2. CITIZEN OF WHAT COUNTRY? 
ven 
BS2R-— Nat'] Bank of Maryland U.S. 
OTs st 13. FATHER'S rae Mt. ALT Yu motier's MAIDEN NAME 
ars Alvin F. Conaway Bessie A. Leatherwood 
2 
= eee 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? ]16, SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
Ne Se - {Ye no, of unknown) Uf yes, give war or dates of service} 
as no 216-05-8824 Mrs, Minnie Conaway, same 
s0 ge 18. CAUSE OF DEATH [Enter only one couse per line for {0}, (b). ond (c).] ies INTERVAL BETWEEN 
gets PART I. DEATH WAS CAUSED BY: Qae eee a 
3 i - lu en a 
£ es & IMMEDIATE CAUSE {0} arera;i ic oe ee 
¥os 09 , 
22s : ETO ~ 
S225 Wy ‘ 
gits Conditions, if ony, which rm 
oo gove to immediote couse 
Bess {0}, stoting the underlying CUETO 
goo <f couse losl. eT fe} 
oi 83 Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART Wol/19. WAS AUTOPSY 
= od MI 
POR ie ves 0 
Ep. 8 6 oN 
a v 
so 3 © } 20a. EXTERNAL CAUSE WAS 20b. DESCRIBE Ww FNJURY RRED. injury i i 
S8E8 i | 200, EXTERNAL CAUSE WAS SCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 18.) 
2552 5 | CAUSE OF DEATH. 
are & [20e. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) (Siote) 
Sosa ra) Hour 9. m. While Not while foctory, street, office bldg. etc} | 
ere = p.m. wy ot work {7} ot work [[] H 
Zot D 
sz & 21, | certify that | taok charge of the remains described above, held an Autopsy [_], Inspection RX], Inquiry BX and find that 
ures death resulte}! from: Natural causes Accident [L. Suicide J, Homicide [[], Undetermined couse [7]. 
Zeon 7 
= oO 
S20 / 4} 
SE ee ACTUAL : & DATE SIGNED 
= SenAtuRe LZ i S/ Le he pr/ Mop, CHIEF MEDICAL EXAMINER (J 
e A : ats ECNS ASSISTANT MEDICAL EXAMINER (J $) 2 
ey > aM my ack y 
52 gs i ME (Fp AM / }} A 4 DEPUTY MEDICAL EXAMINER zg 4 
a2ie° 720. BURIAL, CREMATION, [22b. DATE THEREOF We. NAME OF CEMETERY OR CREMATORY Wd. LOCATION (City, town, or county) (tote) 
ee" “SURTAL : i t. Airy, Md 
ee 8-5-1959 Pine Grove Mt, Airy, . 
23, FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS. 24a. REC'D BY REGISTRAR | 24. REGISTRAR'S SIGNATURE 


othe) C. M. Waltz, Winfield, Md. pare AUG 5 ‘59 Clitten f. Hawa 


5M 9/55 


— 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 5 9 1 9 
8953 CERTIFICATE OF DEATH Aten 4 


~ rs 
a i 1. PLACE OF DEATH y me heres ey {Whgre deceased lived. If institution: Residence before admission) 
& 0. COUNTY Rcitiaale b. COUNTY 
8 b. Cry oR TOWN (If outside corporote limits, write [| ¢. LENGTH OF STAY IN 1b | . CITY ORT {If gutside corporote limits, write RURAL ond give nearesi town) 
fond give neorest/t 4 
2 SL 135 WY 1 a [f lu <iq Pie it OE vO 2 


a oy MAME OF HOSPITAL = nol i ital, give street 0: d. fe DRESS e. 1S RESIDENCE 
Aree OR INSTITUTIO Bb ttle ON A FARM? 
is Zp AL & 0 AL ves 1] nof} — 
5 3. NAME OF Fiest Middle -. Lost 4. DATE Dey Yeor 
c Aifenctecetl Lau 4 g - Dru, alk / ¢ L 4 DEATH 19 55 
> 
9. AGE (I 7 IF UNDER 24 bees 
Pd Nee 


pletely filled in by te funeral director, 


‘ a CE ] 7. maawieD [] NEVER MARRIED []} ]®. PATE OF BIRTH 
‘E C_[wioowen f]- _ vivorcen If —hj= 1%b 1b 
10a. USUAL OCCUPATION = Kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (gate or foreign count 12. CITIZEWOF WHATOUNTRY? 
dyring most of workingflife, even if retired) se 
za an 
13, FATHER'S NAME 14, MOTHER'S me ENN 


Arn / Own ae LNLL, ans oa BkiLd<a —: 


18. WAS DECEASEDEVER IN U. S. ARMED FORCES? /14 SOCIAL SECURITY Be: 17, pINFO! NT Addr oF 
(Yes no. oF untnown) (I yes, give wor or dotes of service) l a pet? ize S 
Aaa 7 ! P al Angd ~ 
18, CAUSE OF DEATH [Enter only one couse per line for (0}, (b). ond (c-] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: cay, 
1. MMEDIATE CAUSE fo 


Ey ANDSDEATH 
&y DUE ° bu: fai Z 
Conditions, if ony, which © hu: os “4 CLAGZE Aida __ 
Gove rise to immediow | a6 


couse (0), stoling the under. 


lying couse lost. © 
Paer Il. OTHER SIGNIFICANT CONDITIONS CONTRIB UTING ‘© DEATH BUT NOT RELATED TO THE TERMINAL DI yi, CONDITION GIVEN IN PART wk 19. PeReonmep? 
C.B.5 tr ib, 6h UF inl 40 7G fon ves (NOE 


200. ACCIDENT WAS UNDERLYING (@ 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of i a, in Port $ or Pytrt II gf item 18.) 
OR CONTRIBUTING DJ CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, T20F. (City of town) (County) {Stote) 
Hour 0. m. While Not while factory, street, office bldg., ete.) | 
p.m. 19 Jot work [] of work [7] ' 


4) ea rent that | 7 the ae from..@_7_. 19.27, ta o_. ay i ser r% that | last saw the deceased 
, and that death accurred atl 


Then please remave carbon papers. 


MEDICAL CERTIFICATION: 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24h 


y the hospital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and cam 


pM fram the causes and an the date stated abave. 
ATE SIGNED 


patie (Street, Aty or “Sek 


SGNATURI OMA D. vn 45 staat Vita 4 


the registrar prior ta burial, crematian, or remaval, and in any event within 72 haurs after death. 


page 3 shauld be detached for use as the burial-transit permit. 


bs: ra | |RiGes__ Tse Kamm 

& > earl ree ‘2b. DATE THEREOF Sg BS, ise aa oF rE ‘ORY 2d. BS, ATION (City, town, i {Stote) 
3 Ae FH ov “elie ve Vf 

- a apict ECFOR'S aa y) ADDRESS: fy 2da. REC'D BY REGISTRAR Dab. REGISTRAR'S SIGNATURE 


Terie RN [AE FOYT IN ULL LE Z \oate AUG 25 '59 Onthet £ Kama 


Items 18-21 Film 


kx STATE 


EPARTMENT OF HEALTH—BALTIMORE, 18 
MINER'S CERTIFICATE OF DEATH 


0&9 


Reg. Dist, No. 


20 


HEALTH DEPT. 1 iace oF beaTH 
ITY 


col 
° Carroll MARYLAND 


2. USUAL RESIDENCE (Whore deceosed lived. 


ififdGiU Non RAllgenea kati Gaesaae) a 


°fiaryland *ONBaltimore Gity 


b. CITY OR TOWN {it outside corporate limits, write RURAL 
‘ond give nearest town) 


¢. LENGTH OF STAY IN Th 


Syvesville, Md. _ Tyxrs.lmos. 34 


© 


€. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


Baltimore (2 B{ol is) Q 


d. NAME OF HOSPITAL OR INSTITUTION {If not in hos |. give street oddress) 


Springfield State Hospital 


pecessory, please 


e. 1S RESIDENCE 
‘ON A FARM? 


yes {] No gt 


d. STREET ADDRESS 


26 Overbrook Rd. 


Fie 


JAMES 


Yeor 


1959 


4 DATE Month at 


Beat August 


Lost 


CROSS _ 


If ony delay 4 


White 


pivorceo [] 


6. COLOR OR RACE |7- MARRIED []) NEVER MARRIED [J] 8. DATE OF BIRTH 
widowen [7] 


R] tf UNOER 24 HRS. 
beg Min. 


9. AGE (in yeor: F UNDER a 
8-29-1899 


ind 2 with the Stoie Boord of Heolth, 


Wo. USUAL OCCUPATION {Give kind of work done| 
during most of working life, even if retired) 


None 


10b. KIND OF BUSINESS OR INDUSTRY 


be! eos, ising) 
11. BIRTHPLACE (Stote or foreign TE 


2. ae OF nis COUNTRY? 
Maryland - 


U.S.A 


Fa 


i within 72 hours after death. 


13. FATHER'S NAME - | 


Edward J. Cross 


14, MOTHER'S MAIDEN NAME 


Catherine O'Connor 


15. WAS DECEASED EVER IN U, S. ARMED FORCES? 
Yeu ne, er unknewa) | (it yea, give wor or dates of service} 


Give Poges 1, 2, ond 3 to the fun, 


No 


es SOCIAL SECURITY NO. 


PART |. DEATH WAS CAUSED BY: 


17. INFORMANT 


Records, Springfield State Hospital 


Bilateral ie aces. 


IMMEDIATE CAUSE (0) 
7) 4, e 


_ 


"s Office olong with form PM3. Poge 5 moy be retoi 


Skull fracture, 


right _ 


(b 
gove rise to immediote couse : 
(0), stoting the undertying( PVE TO 
cause fost, {c). 


in pencil in [tem 18. 


QUE TO 
Conditions, if ony, a 


miner 


€ 
$ 
3 
uv 
Ne 
2 
Oo 
3 
x 
€ 
= 
3 
3 
8 
8 
i 
& 
2 
J 
a 
= 
rs 
& 


PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED Tom THE TERMINAL DISEASE CONDITION GIVEN IN PART Yop t?. 


Epileptic psychosis. Acute Gi a Beano ator Sky frAdtuye’/ nt, 


FORMED? 


vs Q _NxoO 


20a. EXTERNAL CAUSE WAS. 
PRIMARY 2) or CONTRIBUTING BI 
CAUSE OF DEATH. 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port f or Port Hl of item 18.) 


During epileptic convulsion. 


‘0c, TIME OF INJURY 


bag August 959 


Month, Doy, Yeor 


While 


Not while’ 
ot work [J] 


ot work 


om. 
p.m. 


MEDICAL CERTIFICATION 


° 
Go 


rmcote, writing the word “pending” 


worded to the Chief Medicol Exo 


ACTUAL 
SIGNATURE_ 


20d. INJURY ‘OCCURRED 20e. PLACE cr INJURY (Home, ey 4 20f. (City or ‘Yown) 


21. I certify thot | took charge of the remoins described obove, held on Autopsy (_], 
opinion death resulted from: Notural causes o. Accident . 


~ (County) 
Carroll Md. 


Inspection 2. Inquiry oat ond tn my 
Suicide [[], Homicide (], Undetermined manner [] 


(State) 


CHIEF MEDICAL EXAMINER [] DATE SIGNED 


ASSISTANT MEDICAL EXAMINER [7] 
DEPUTY MEDICAL EXAMINER (2 


Flo. BURIAL, CREMATION, 7b DATE THEREOF 


uriai (Specify) 
017/59. 


‘Wc. NAME OF CEMETE 


or its designated ogent, prior to buriol, cremotion, ar removol, and in any ev: 


4 should 


execute ty 
TO FUNERAL DIRECTOR: Poge 3 should be used os 2 buriol-iransit permit. File pi 


RY OR CREMATORY 


New Cathedral 


Ba: LOCATION (City. town, or county) 


altinore 29, ma, 


L DIR Se S SIGNAT ‘ADDRESS 
z. unera 


Dir.4101 Ramondson Ave 


24a, REC'D BY REGISTRAR 


pate AUG 1 8 58 


2b. REGISTRARS SIGNATURE 
Catton £ Kiama 


death. Page 4 


e Furley 


Pages 1 and 2 shoul: 


Then please remave carbon papers. 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hi 


may be retained dy the haspital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by 


* page 3 shauld be detached far use as the burial-transit permit. 


TO HOSPIT, 


VS AIS (4) 
15M 9/58 


egth. 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs aftegd 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
8955 CERTIFICATE OF DEATH 


08924 


9) Reg. Dist. No. 
a. eee ately 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
&: o. STATE b. COUNTY 
Carroll ba rect Maryland Baltimore 
b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
RURAL ond give nearest town} 4 eS i 
Sykesville 1 mo. Baltimore 3K- 
d. NAME OF HOSPITAL (If not in hospital, give street oddress} d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital 8929 Yvonne Ave. ves fx] No 1} 
3. DECEASED First Middle tast 4 La Month Day Yeor 
(ype oF pri HENRY FERDINAND _DAHMS DEATH August 17 19.59 
5. SEX 6. COLOR OR RACE |7. aRRIED EX NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE Ain ees IF UNDER 1 YEAR] IF UNDER 24 HRS. 
10! joy! Me i 
Male White = |wioowenf] _ovorceo I] 10-11-83 hs Pele weiss] oe leg 


10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if retired) 


Made beer kegs Brewery 
13. FATHER'S NAME 
Ferdinand Dahms 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 
es, aNd unknown) {If yes, give war or dates of service) 
Sab 


11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


U.S.A, 


Germany 
14, MOTHER'S MAIDEN NAME 


Alvina Kramp 


16. SOCIAL SECURITY | INFORMANT Address 


Records, Springfield State Hospital 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN. 
PART |. DEATH MEDIATE Cause jo.__Congestive heart failure Daye 
“ +c DUE TO. 
Conditions, if ony, which »__Arteriosclerotic heart disease Years 
gove rise to immediote tans 
couse (0), stoting the under: 
lying couse lost. «__ Generalized arteriosclerosis | Years 
a Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. eS Suey 
5 2 b drome associated with senile brain disease, with ves] NOR 
cS 20¢- D ul RLY 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 1B.) 
& JOR CONTRIBUTING [J CAUSE OF DEATH 
© |(F EITHER, NOTIFY MEDICAL EXAMINER) 
s 20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
3 Hour 0. m. i foctory, street, office bldg., etc.) | 
= p.m. 4 


July 217_ =) 1989, to. August 17___, 1929 that I last saw the deceased 
, 12 9P =, and that death accurred a2250_ Am, fram the causes and on the date stated abave. 


21. | certify that | attended the deceased fram. 
alive an____ August _17_ 


ADDRESS (Street, city or town, stote) DATE SIGNED 
Signatur a MD eee Springfield State Hospital 8-17-59. 
KAGAN, Ellis Margolin, M. D. Sykesville, Maryland 


ADDRESS: 


L404 


2db. REGISTRAR'S SIGNATURE 


Ott £ Pasa 


‘24a, REC'D BY RE 


parAlUG 19°59 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 § 922 
8956 CERTIFICATE OF DEATH 


ti, Reg. Dist. No. 
> 57 4 \ i PLACE OF DEATH 2, USUAL RESIDENCE (Where deceated lived. If institution: Residence before odmistion) 
: er 3S b, COUNTY, 
£ stm Carroll MARYLAND ‘Baltimore etty ii 
e i. £5 b. CITY OR TOWN (If autside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
3 Sy ond te" town) ; é 
3. 52 esville 28 days Baltimore Maryland BVal-4 
. & : OF INSTIUTION not in hospital, give street adiyke sville d. STREET ADDRESS. a ppuser 3 
3 O'S |Springtield State Hospital Maryland 1623 uIEIUS 
o 3. pees First Middle dast 4. ead Manth Day Year 
3 type oreri) “Ream John Michael Dean DEATH 8 
$ 
o 5. SEX 
ig 


15 19_59_ 
6. COLOR OR RACE ]7. MARRIED ERE NEVER MARRIED [-] |8. DATE OF €IRTH 9. AGE (In yeors [IF UNDER TYEAR]IF UNDER 24 HRS. 
last birthdoy) [Months] Days | Hours] Min. 
White wibowep [7] pivorceoL] | 6=23—86 yes. 8 


Male 
S 100, USUAL OCCUPATION {Give kind of work dane|10b. KIND OF BUSINESS OR INDUSTRY |11. SIRTHPLACE {Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
3 during mast of working life, even if retired) 
Ey ame Eaborer & Truck Driver Maryland U.S.A. 


14, MOTHER'S MAIDEN NAME 


sandoneem, Cathering, Stribbs 


13, FATHER'S NAME 


wakaown James Dean 


= 


Then please remave carban papers. 


the registrar prior ta burial, crematian, ar remaval, and in any event within 72 haus; 


15. WAS DECEASED EVER IN U. S, ARMED FORCES? {16. SOCIAL SECURITY NO. INFORMANT 
Waruee cometh, | tira pees oot elem 1623 Ingram “bed 
no | 13-05-7798 _| MaudePage Dean Baltimore aryland Sete 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond ().] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: Mabie Sie! 
IMMEDIATE CAUSE (a). 
YO ozto Arterigeciierieie Heart Disease 
Conditions, if ony, which fb) 
gove rise to immediote 
couse (a), stoting the under. ( DUE TO 
lying couse lost. m 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|/19. WAS AUTOPSY 


PERFORMED? 


ves] Node] 


20a, ACCIDENT WAS UNDERLYING [7 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20b. DESCRIBE HOW INJURY OCCURRED, {Enter noture af injury in Port | or Part Il of item 18.) 


MEDICAL CERTIFICATION 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 h 


page 3 shauld be detached far use as the burial-transit permit. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by the funeral directar, 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20F. (City or town} (Caunty) (Stote) 
Hour 90. m. While Na while foctory, street, office bidg., etc.) | 
p.m. lot work [[] of work 4 
$ 21. | certify that | attended the deceased fram._. 28- = 1959 _, 1Ba15 __ 2 1959 ,that | last saw the deceased 
is alive on___8=25 , 19.59. ___, and that death accurred a8245_ PM, fram the causes and an the date stated abave. 
a 9 a 3 ADDRESS (Street, city or town, stote) DATE SIGNED 
q = ACTUAL 
+ SIGNATURE GO. bs rh MED RS Sk 8/15. 5/5 Pact ee 
2 
8 PHYSICIAN'S 5, 
ne / NAME (Type) Ellis S. Margolin, oD, JSOSVILIE » Maryland Se eae ee 
a 3 ‘220. BURIAL, CERN ‘7b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION {City, town, or county} tote} 
BS EMONAL JSpeci 
=3 Burvar Augel8,1959 | Mount Olivet Cemete Frederick Maryland 
of 2 “2 
e 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Pda. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
vs 


aay M. R. Etchison & Son, Frederick, Maryland DATE AUG 2.059 Cnthun £ tinma 


oa. MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ; 0 8923 
Gil 8957 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


Reg. Dist. No. 


2, mse) RE 'e deceosed lived. If Institution Residence before admission) .. 
o. site 7) b. COUNTY ‘te (/ 


Sa ae 4 LLEE q MARYLAND 


hs OR TOWN {It auhide corporote timity” Ss f ¢. LENGTH OF STAY IN Ib . CI RT Wie une corporate limits, write RURAL and give, yet town) 4 


PS, Re) Sud eR wi Cafecae g 


d. NAME“OF HOSPITAL oy 1p a (If nat in hospital, give street | 9 STREET ADDRESS 1S RESIDENCE 
x ff ves) NOC] 


3. ee ph og First Middle Lost, 4. DATE 


‘ype or pin) — PELL. | Sn ‘ 


6. COLOR OR RACE ALL (2 Never MARRIED [}] 8. DATE OF BIRTH z 
wiboweD pr} Divorced [} Get /6- 1X73 


Wo. is °) CUPATION (Give nes of werk done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreig: country) 12. CITIZEN OF WHAT COUNTRY? 


is essary, pleose exe-% 
‘oge 4 should be 
=— 


If ony delay. 


iy 
EL AN 


ae Le hees, 
Gy f a us 
7H Vv) Ath 
15. WAS DECEASED A) RIN U.S. ARMED FORCES? /16. 72) SECURITY NO. 
(ed 96. or unknown) 4 7) wor or dates of servica) 
4 Weceey WHicelh 


‘ond 2 with the registror prior fo buriol, cremation, 
‘ 


24 hours after deoth, 
Item 18. Give Pages 1, 2, ond 3 to the funeral 


h farm PM3. Poge 5 moy be retained for your fi 
Lae! 


File 


INTERY Mid. 


3 iS 18. CAUSE OF DEATH ZL ‘only one couse per line for {a), Ud ‘ond (c).] ¢ Sets pa 
3 4 PART I, DEATH WAS CAUSED BY: 3 
Stes ¥ ll DMMEDIATE CAUSE fo) Pn aoe 
gsi 4240 DUE TO Lae 4 
Fs fe 
wees Conditions, if any, which at aA [Qtek 
Es 
Se eae gave rise to Immediole cause 
25s {a}, stoling the underlying( OVE “a 
2 = cause last. mm oe (e. 
oe: 2g 3 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH GUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART Na][19. WAS AUTOPSY 
a g = 2 are ERFORMED? 
26 £ 
ae 3 3 YES a No (B~ 
B33 © [20a, EXTERNAL CAUSE WAS 20s. DESCRIBE HOW INJURY OCCURRED. (Enter nolure af injury in Port | or Port Il of item 1B.) 
228 & | PRIMARY EJ or CONTRIBUTING () 
SED | CAUSE OF DEATH. 
ous 8 & | 20c. TIME OF INJURY Month, Day, Yeor [20d INJURY OCCURRED |20s. PLACE OF INJURY (Home, form, Y 20 (City or Town) (County) (Store) 
2 Be 8 Rovr a.m. While Not while foctory, street, office bldg., e! 
=3% = p.m. ” ot work [] ot work ' 
2s 2 21. I certify that | took charge of the remains described above, held an Autopsy [], Inspection [2];~ Inquiry [], and find that 
+e . death resulted from: Natural causes E]; Accident [], Suicide [[], Homicide [7], Undetermined cause []. 
SUE 
22 } | t- Fy ces 
= ACTUAL Ve, oa hncp, CHIEF MEDICAL EXAMINER [] 5 leo a 
3ae 4 9 d +B ASSISTANT MEDICAL EXAMINER (] £ fey) 
Sevres NAME (iype} W. | OAT DEPUTY MEDICAL EXAMINER 
2e5 ge (Type) 
5 
&eie* RIAL. CREMATION, [22b. DATE THEREOF Zc. NAME OF CEMETERYOR CREMATORY 7AG-AOCATION (Ci, top, 5 county) on 
o%265 [REMOVAL YSpecity} af $< $F ate £0 
e eS Vivivee AEA Y L4K2n LUA 


VS. AISME(S) 
5M 9/55 S 


C4 Uy} ye ce BY REGISTRAR — REGISTRAR'S SIGNATURE 
[AFG fA OATS 59 Matha 2 £m 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 S925 
M 8944 CERTIFICATE OF DEATH 


al 
¥ 
H 


Reg. Dist. No. 


nee 
io 2 oi 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
s 8 . COUNTY ry 0. STATE 
2 2 - CA ¥OLL MARYLAND SIA. IRYLAN Donn LARR. UH: 
e Be b. Ce OR OU {if oubide ceap limits, write | ¢, LENGTH OF STAY IN 1b | ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
5 Shp cat oes 
aod WEST WSTER_ EARS 1 WESTMINSTER 
et d. NAME OF HOSPITAL {If nat in haspitol, give street address) ) d. STREET ADDRESS e. IS RESIDENCE 
a R OR nuns hive i ~te tg e ey. ON A FARM? 
Rs ual fay 526 BALTIMORE. BLVD S36 BOLTINGRE BLVD Yes C] NO ZL 
ES 6 3. NAME First Middle Lost 5 La Zs SF 
an type or print LbA FLORENCE OWLE 
J 
& 


5. SEX 6 ae RACE |7. MARRIED [] NEVER MARRIED [1] | 8. DATE OF BIRTH 9 y = iF see TYEARI ca Tiioer oT HRS. 
las) birthdoy} Months ga Mi 
FE winown G-——ovoren Ph /2~ /8F 3 ig e 


12, aad nies WHAT COUNTRY? 


ui 
x 
eo 
= 
= 
= 
> 
iz: 
a 
3 
o 
x 
o 
© 
a 
2 
i] 
- 


« 100. USUAL OCCUPATION — kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign Me 2 

3 during most of working life, even if retired) NE 

§ Hiuek WIFE” |own Ho 

s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

% 

e Wi tt-1 BLY 142. S OfV. SUSAW HILTABROIMLE 
3 1S. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. {17. INFORMANT Address 

2 

R 

£ 


(Yer. to. a (Hye. Giptrie # ; A A Fb WL £ ff Mes TCLS EE EAD 


18. CAUSE OF DEATH [Enter only one couse per li INTERVAL BETWEEN, 


PART |. DEATH WAS CAUSED @Y: 
IMMEDIATE CAUSE (0) 


? x DUE TO 


a ; ? - 
Conditions, if ony, which we ; : OU +tJg 


gove rise ta immediate 


Then please remove corban papers. 


couse (0), sloting the under. ° CUETO 
lying couse lost, @ 
Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vo) | 19. WASPAUTOPSY 


PERFORMED? 


200. ACCIDENT WAS UNDERLYING (J | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port Vor Port Il of item 18.) 
‘OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Ooy, Yeor | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, form, 5 20f. (City or town) (County) (Stote) 
Hour 9. m. While Not while foctory, street, office bldg., cul 
p.m. 19 lot work [] ot work [J 


21. | certify that | patted the ae from LALA 7, INI Z_, tok i 19. LF thot ) last saw the deceased 
alive on__ 6X tee GA 19 Pf, &) D os occurred Fee, 


ary 2 : fee 
Sgnature_LA Gh, A AAA Sd Ko tile 


MEDICAL CERTIFICATION 


. from the causes and an the date stated above. 


et city oF toyén, stote) PA SIGNED 
: 


ENDING PHYSICIAN: The law requires that the death cer 


the hospital or attending physician, * 
TO FUNERAL DIRECTOR: After this certificate hos been signed by the attending physician and campletely fi 


the registror priar ta burial, cremotian, ar remavol, and in ony event wil 


Page 3 shauld be detached far use as the burial-transit permit. 


od PHYSICIAN'S BPs Dn hy 
ee / us LER. WE SIN y LEZ 
Pa 3 ‘2c, NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or county) {Stote) 
& Speci S - 
=3 IES Q2EM YUN LONTO WA D, 
i 


‘ADDRESS 5 LCG | tho. REG E-8Y REGIARR | 24b. REGISTRARS SIGNATURE, 
d Atle de J\oeAuG 10 '59 Ontlun ££, 


ad 


deoth. Page 4 
with, 


rhe funeral directar, 


Pages 1 ond 2 shauld be filed 


id campletely filled in 


carbo papers. 


rs leg ele 


Then please rem 


The law requires that the death certificate be executed within 24 ha 
the registror prior to burial, cremation, or removol, and in any event within 72 h 


by the haspital or oftending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physigg 


TENDING PHYSICIAN: 


page 3 should be detached far use os the burial-transit permit. 


TO HOSPIT, 
moy be ret 


Pa 
=> 
La 
ss 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : 
8958 CERTIFICATE OF DEATH seg oon nJO96 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence before admissian) 
o. COUNTY a. STATE b. COUNTY 


MARYLAND Vv 
arro Haryland nan Montgomery 
b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN 1b 7 i write RURAL ond give nearest town) 


RURAL and give nearest tawn) 


svitle, Maryland 2 mos. 25 days Chevy Chase 15xX- 2. 


rke 
d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS fe. 1S RESIDENCE 
OR INSTITUTION ON-A FARM? 
Springfield State Hospita 4006 Laird Piace ves C1 NO Bg 
3. NAME OF First Middl 4. DATE y 
DECEASED i wa © last bx Month Doy ear 
eT al Ma: Frances Frazier kaTH = Augus 19 
3. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
last birthday) Hours | Min. 
White WIDOWED fa DivorceD [] yrs. 


10a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF, BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during mast of warking life, even if retired) 


Honsewite ch Virginia UsSehe 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
nknewn Unknown 
1$. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. (NFORMANT Address 
fabenteronnees) Utipan-gie aie eine AR 
No . Records of S.S.H., Sykesyiile, Md. 
18. CAUSE OF DEATH [Enter only one cause per line far (a), (b), and (c}-] INTERVAL BETWEEN 
ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
- IMMEDIATE CAUSE (o|__ Bronchopneumonia 5 days 
TG DUE TO 
Canditians, if any, which (by 


gave rise to immediate 
cause (a), stoting the under, (| DUE TO 
lying cause last. @ 


ra Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. Ae Eonaecean 
- 

S BaS.associated with senile brain disease with psychotic react ves F] NO 
= ] 20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part |I af item 1B.) 

& {OR CONTRIBUTING (O CAUSE OF DEATH 

© [(F EITHER, NOTIFY MEDICAL EXAMINER) 

& [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame. farm, T 208. (City ar tawn) Caunt; (State) 
gy jay, ft ty ( Y) 

a Hour a.m. While Not while factory, street, office bldg., etc.) | 

= pm, 19 Jat work [] ot work [J ' 


21. | certify that | attended the deceased fram._June ly 19.59, tc August. 30,_., 19.S9that | last saw the deceased 
alive on_August 30, ee aw . 1959 _, and that death accurred athshSAm, fram the causes and an the date stated abave. 


yA Ve ; W4 ADDRESS (Street, city ar town, state) 8 DATE SIGNED 
tattiaZecce [SE ucees __ssSprtnetiond State Hosp. sSykesville,! Za 


PHYSICIAN'S 


NAME (Type) rene be Hitchman, MeDs 


22a. BURIAL, CREMATION, | 22b. DATE THEREOF 


OVAL (Specify), 22c, NAME ,OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, ar caunty) ae 
pecity 5 t y 
FEZ | 7-.2-59 | wlppe iene. diding he 


loate = SEP 15 


23 Sogaayepector's 5 NATUR e f, xopRESS ay Baa. REC'D BY REGISTRAR | 24b. RE 
LO 0 Te Bificset: 
7 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


a 8959 CERTIFICATE OF DEATH retail 
(* 3 1 PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
= i °. b. COUNTY 
oo Carroll Pe Maryland Baltimore City 
‘=. 3 b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN Ib c. CITY OR TOWN (if outside corporote limits, write RURAL and give nearest tawn) 
8 RURAL ond give neorest tawn)  .% 
a 52 esville, Md. lyr., 2 days| Baltimore 3VO/-4 
2 2 _[ d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
be (a) / % OR INSTITUTION x ON A FARM? 
S ‘ Springfield State Hospital 517 Cathedral St. ves [] NO fl 
5 3. NAME OF First Middle lost 4. DATE Manth (a Yeor 
- DECEASED 
rs (Type or print) LEON GOODMAN DEATH August 13 19 59 
: 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED. o 8. DATE OF BIRTH 9. nC eo wunoet TYEAR| IF UNDER 24 HRS. 
Male wipowed] DIVORCED [} August 15 ’ 191 ae yes. eae Oars, Liners ne 


To. USUAL OCCUPATION (Give Kind af work ond 
during most of working life, even if retired 


Federal Clerk 


th. 


0b. KIND OF BUSINESS OR INDUSTRY 


11. BIRTHPLACE (Stote or foreign country) 
Pennsylvenia 


12, CITIZEN OF WHAT COUNTRY? 
U.S.A. 


13. FATHER'S NAME 


Alexander Goodman 


14, MOTHER'S MAIDEN NAME 


Molvin Kraus 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


(Yes, no, oF unknown) | UF you, give wor of dates of service) 


No 


INFORMANT 


Records, Springfield State Hospital 


Address 


18. CAUSE OF DEATH [Enter anly one couse per line far (a), (b). and (c)-] 


PART |. DEATH MEDIATE CAUSE (o)__ Bran chopneumonia 


Then please remave carbon papers. 


INTERVAL BETWEEN 
ONSET AND DEATH 


Days 


op. 
“Gix DUE TO 

Vv Conditions, if ony, which a 
gove rite to immediote( 5 


cause (0), stoting the under- 
lying couse last. 


{c) 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. pia Ie at 


Hour a. m. 


p.m. 


21. | certify that | attended the deceased fram 


While 
jat work 


MEDICAL CERTIFICATION, 


Nat while 
ot work 


alive an 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 ha 


by the haspital ar attending physician. 


ACTUAL 
SIGNATURE. 


PHYSICIAN'S 


foctory, street, office bldg., etc.) | 


Schizophrenic reaction, paranoid type ie = ia ‘a 
200. ACCIDENT WAS UNDERLYING [ 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Part Il of item 18.) 

OR CONTRIBUTING [] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 


, 19__,that | fast saw the deceased 


yap Pee hes , and that death accurred ot. 6235 Pm, fram the causes and an the date stated abave. 


ADDRESS (Street, city or town, stot) DATE SIGNED 


the registrar priar to burial, cremation, ar remaval, and in ony event within 72 haurs 


page 3 shauld be detached far use as the burial-transit permit. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in 


me NAME (type)__El1is Margolin, M/D. SS ee Oe aa ee 
a 3 1. BLY aay cree 22p. DATE ig, AME OF CEMETERY, OR CREMATORY Wo z. tow county) (State) 

ge viey ING |\ettin tle -. Dar 

oF , 

e a mel Vd. ADDRESS 240. aa BY, REGI R | 2d. kot BA RS FCMATURA, 

VS A15 (4) Ve «fybge 2LAz pare A é a 

18M 9/58 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 08928 
89560 CERTIFICATE OF DEATH Reg. Dist, No. 


1. PLACE pa as a oop RI ICE (Where deceased lived. If institution: Residence before admission) 
b. CITY OR TOWN (if outside ates limits, write i mil i T 


¢. LENGTH OF STAY IN 1b a aes OR Joy te limits, write RURAL ond give nearest town) 


death. Page 4 


RUBAL dnd/give nearest town) 
es ted = 10 Yo a 
m d. NAME OF HOSPITAL ff not in hospital, give street oddress) . STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION vo ON A,FARM? 
x _ vet No 
. Nene ana Z “First Middle a 4. ase Month Doy Yeor 
(Type or print) Elo d ae A =(Cs (eter “Ur011 E DEATH 19 ni 


ey “ey 


Pages 1 and 2 shauld be filed with 


7. MARRIED ["] NEVER MARRIED [[] | 8. DATE OF 13 


\ aay) = wioowen Jf bivorceD [] 16% | nen z 


10a, USYAL a CUPATION (Give kind of work done] 10b_ KIND OF BUSINESS OR INDUSTRY IRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


ic most afwprking life, even if retired) 
oF 14. MOTHER'S MAIDEN NAME 
y Is, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. ey, Agdress i 
D0, oF unknown) jive wor oF dates of service) yd 
Gg 
“hea RO, 
18. CAUSE OF BEATH [Enter only one cause per line for (0), (b), ond (<)-] INTERVAL BETWEEN 
hae | AND DEATH 


ranr 1. oeary was causa", Cerebral Thrombosis days 


27° 


Then please remave carbon papers. 


wm DUE TO 


catanhte seine Beisich a General Arteriosclerosis | Unk, 


gove rise to immediote | 


couse {o), stoting the under. ( PUE TO 
lying couse lost. 


Paar Il. OTHER SIGNIFICANT wera CONTRIBUTING TO DEATH }UT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS AUTOPSY 
known Origi gin) 


Marked Anaemia PERFORMED? 


yes [] NO 
20a. ACCIDENT WAS UNDERLYING O] 
OR CONTRIBUTING CL] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
[20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED 


Hour 0. m. While Not while 
jot work [] of work [(] 


21. | certify that | attended the deceased fram___August 10_, 19.59. to_August-12_., 19 59that | last saw the deceased 


20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port I! of item 18.) 


202. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 
factory, street, office bldg. a4 


MEDICAL CERTIFICATION 


, crematian, ar remaval, and in any event within 72 haurs after death. 


ENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 h 


moy be retained by the hospitol ar attending physician. ; 
TO FUNERAL DIRECTOR: After this certificote has been signed by the attending physician and campletely filled in by the funeral director, 


poge 3 should be detoched for use as the burial-transit permit. 


3 alive on_____ August 21, 12-59_-_, and that death accurred at 'Z's25aM, from the causes and an the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 
2 (: 
Sl ee siane eer 
s j SIGNATUR = (a) 
a 
. ‘ 4 
nf i NAME (type! Se ae 
= i) 2d. LOCATION (City, Jown, oF count 
o 2 Y. county) {sn 
32h: ocus 
a \ 2da. REC'D BY Vibe ‘ab. REGISTRAR'S SIGNATURE 
leneaae vate AUG 1 4 59 Cithun f #e 


s 
& 


ay MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 C S 9 29 
a RB x 896i CERTIFICATE OF DEATH tual ‘ 

a 35 1. PLACE Of DEATH 2. ed . RESIDENCE ere deceased lived. If institution: Residence before admission) 

é 33 a. COUNTY ZARRoOLL Rae ta MP RVL GteD bs COUNTY “AR ROLE 

= S 3 m b. a aN iu Sl paltalk limits, write | ¢. LENGTH OF STAY IN Ib «. CITY a TOWN (If outside corporate limits, write RURAL ond give neorest town) 

$22 WEETM INS yen PUPAL b YEAP WESTMIASIER  RovTE HY 
"S d. NAME OF eM (If not in hospitol, give street address) 3 STREET ADDRESS e@. IS RESIDENCE 
¥ OR INSTITUTION veo rae 
z 3. ply First Middle 4 blag Month Day Year 
3 freee) §=§s MJY LL IAM GEGREE Aan Sam Prug-UsT° 17 95 
= 


3. SEX 6. COLOR OR RACE |7. MARRIED [JPMEVER MARRIED [-] | 8. OATE OF BIRTH 9. AGE (in yeors [IEUNDER 1 YEAR| IF UNDER 24 HES, 
lox} birthdoy! Hadrel Miaeee 
M BL Ee lw 14) TE |wiooweo Oo ovorceo OQ) | OCT. | yes. ental Meer) ah a 


100. sre As Saati dee kind es ear 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
a ene aa ee 
i AvRCRATT MARYLANKD UN ITE DSTATES 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


JoNN HAcEN MARIE REC KEL MAN 


A aoe peersre EVER IN wk 5. ARMED FORCES? /16. SOCIAL SECURITY NO. }17. INFORMANT 
i 17 -05-650dNRS. CORNELIA WACEN “(WieE) 


18. CAUSE OF DEATH [Enter only one cause per line for {0}. {b). and ()-] ONSELAND O } Stas 


PART 1, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a! 


/ xX QUE TO 


Then please remave carbon popers. 


vs 


Conditions, if ony, which {bh 
gove rise to immediote 
QUE TO 


cotse (a), stoting the under: 
lying couse last. e) 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}|19. Wes auorst 
yYes—} NO} 
200, ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Part | or Port 11 of item 18.) 
OR CONTRIBUTING [7 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. pence OF INJURY {Home, in 120f. (City oF town) {County) (State) 
Hour 0. m. While Not sti factory, street, office bldg., atc. 
p.m. ” jot work [[] of work Mh 


21. | certify that | attended the deceased fram. 7 VEME eee ta 6 -& OSS. 1269, that | last saw the deceased 
alive nA GUST 17 __, 198 24. and that death accurred ni fram the causes and an the date stated abave. 


ADDRESS (Street, city or town, stote) DATE SIGNED 
stim trad 9 Wolbure on 19 Ripe ROAD 


|, ond in any event within 72 hours ofter death. 


tronsit permit, 


certificate has been signed by the ottending physician and completely filled in by™ 


MEDICAL CERTIFICATION: 


ENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 


the hospitol or ottending physician. 


‘OR: After t 


RE 
page 3 should be detoched for use os the buri: 


the registror prior to buriol, cremation, or remova' 


af! ‘Lees; DANIEL TF WELLIVER wes rMIyst 

3S a 2 Zo. Halal cane ‘2b, DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or caunty) (Stote) 
272 Baltimore Co. hide 
2 e ‘23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

Ys Auste J.F.Eline & Sons Relsterstown,Md. Onin ch FO 


Goins iM e 


death. Page 4 


as 
x 
a 
= 
= 
3 
2 
3 
3 
8 
3 
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a 
2 
5 
8 
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© 
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a 
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exon 


and completely filled in by tne funeral directar, 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physici 


Pages | and 2 should be filed with 


Then please remave”carbam papers. 


page 3 shauld be detached far use as the burial-transit permit. 


cremation, ar removal, and in any event within 72 hayrs T dapth. 


the registrar prior ta bur 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


8962 CERTIFICATE OF DEATH 08980 


Reg. Dist. No. 


1, PLACE OF DEATH 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a. COUNTY 


Cray yo if marviann || ° copay S lee, 2h b. COUNTY Ca off 


b. CITY OR TOWN (Ff autside corporote limits, write | ¢. ‘2. OF STAY IN 1b c. CITY OR TOWN (If/oulside corporote limits, write RURAL ond give nearest town) 
RURAL ond give pares! town} , ¢ 


vs “4 
d. NAME OF HOSPITAL (If Y hospital, give street PS d. STREET ADDRESS: 1S RESIDENCE 


wg ces ER hy bh Be U luest Chyreh LAI “ed ROB 
Ke etaces Fist Z le st 4. ae Year 
eee > aw ree Lindy ld’ Bo 


5. SE 6. COLOR OR RACE |7. MARRIED Hal NEVER MARRIED [] | 8. fo OF BIRTH 9. AGE {In yeors 
/ whi ve lost biethday) 
ale # |wioowen Divorced [] 


11, 18 8S5— 73% 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR Bus t. BIRTHPLACE (Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 


during mo Hist working life, even if retired) ee . wy -™ 3 i aay Ud ~ 
[AME 


— Ay ne Op 
13. FATHER'S NAME 14, MOTHER'S MAIDEN. 


15, Theofeolus Cols Lda Ale KClecR Sheovb 


EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


(Yes, 10, oF unknown) (OF yes, give wor or dates of service) 


no 220-16-1115 |Mrs, Bertha Hahn, Mt. Airy, Maryland 


18, CAUSE OF DEATH [Enter only one couse per line for (o}, (b), and (c}-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: Cane } jz zed Arles cfe everal yay, 
yf Ce IMMEDIATE CAUSE (0). L LO s ep0s ti 


. O DUE TO 


Conditions, if ony, which (by 


gove rise to immediote 
fe (0), stating the under- { DUE TO 
cause lost. a 
= ae x= 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. Be Bea 


yes (] Notas 


200. ACCIDENT WAS UNDERLYING (1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF ESTHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, 120F. {City or town) (County) {Stote) 
Hour. m. ache! eae foctory, street, office bldg... etc.) ! 
pom. 19 Jot wark [F] ot work 


21. | certify that | attended the deceased fram. ays) , 19SFihat | last saw the deceased 
alive an_. "Aug Mera tes, 19 I... and that death al até aie flor the causes/and y the date stated abave. 


ADORESS (Street, “Ne sid town, DATE SIGNED 
ser Bs, Cech, “ache 
SIGNATURE. .D. Fj 
ae By, Ce/wer . ee 


Za. mgr ee ib, DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 
ecif 


MEDICAL CERTIFICATION 


A O50 . . 
7 Leys emMe 
23. FUN! IRECTOR’S SIGt rife ae, ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 


0.F Taneytown, Maryland cate AUG 27 '59 Cnthun £ Fan 


death. Page 4 


Pages 1 and 2 should be fi 
13) 
~ 


Then pleose remove carbon papers. 


-transit permit. 


cate hos been signed by the attending physicion and campletely filled in by the funeral directar, 
|, crematian, or remavol, and in ony event within 72 hours ofter death. 


ENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hai 


oy the hospital ar attending physici: 


NRECTOR: After this cer 
poge 3 should be detached far use as the buri 
the registror priar ta bur 


TO HOSPITAL 
moy be retain: 
TO FUNERAL 


< 
3 
> 
a 
= 


15M 9/58 \ 


8963 


~ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


(S934 


Reg. Dist. No. 


1, PLACE OF DEATH 


o. COUNTY Cc oll MARYLAND 


co. STATE 


2. USUAL RESIDENCE (Where deceased lived. 


Maryland 


If institution: Residence befare odmissian) 


> COUNT Balto. City 7 


b. CITY OR TOWN (IF autside carporate limits, write 
RURAL and aes rig’ town) 


Sykesvil 8yrs.l6days 


+t 
c¢. LENGTH OF STAY IN Ib 


Baltimore 


c. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest town) 


3BY va 


d. NAME OF dea £. not in hospitol, give street address) 
OR INSTITUTION 


d. STREET ADDRESS: 


@. tS RESIDENCE 
ON A FARM? 


Springfield State Hospital 1005 W. Baltimore St.,Balto. ves} No) 
3. NAME OF First Middle Last 4. DATE Month Day Yeor 
Cypatoricring) lewis: Heaney deatH §= August 1, 19 59 
5. SEX 6. COLOR OR RACE |7. MaRRieD] NEVER MARRIED (2 | 8. DATE OF BIRTH 9. AGE te yeas IF UNDER 2a RS. 
Male White wipowep [} pivorceo [] Unknown yrs. pe 


10a. USUAL OCCUPATION (Give kind of wark dane 
durin; oh of sores life, even if retired) 


Pa 


R 6 BIRTHPLACE (State ar foreign cauntry) 


Virginia 


12, CITIZEN OF WHAT COUNTRY? 


U.S.A. 


10b. KIND.OF eee S. 
13, FATHER'S a 


William Haney o 


14. MOTHER'S MAIDEN NAME 


Lucy - 


2 
&. 


(Yas, no, of unknown) | {IF yes, give wor or dates of service) 


° 


5. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. WHA. NO. 
(2a 


INFORMANT 


Address 


Springfield Hospital Records 


18. CAUSE OF DEATH [Enter anly one couse per line for (a), (b). and (c)-] 
PART |. DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE (o)____Arterdosclerotic heart disease, 


INTERVAL BETWEEN 
ONSET AND DEATH 


alive on_August 17, ___ 


PHYSICIAN'S 
NAME (Type) 


Ellis Margolin, M.D. 


420.0 DUE TO 

Canditions, if any, which a Generalized arteriosclerosis Years. 

gove rise ta immediate 

couse (a), stating the under- ( CUE TO 

lying cause lost. a 
a Pang Il. OTHER SIG} ee CON! Sra CONTRIBUTING TO DEQTH BUT Osis. RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS ‘AUTOPSY | 
g Psyc OSLS wi 1 cere PERFORMED? 
& Anemia, yes) NOO) 
= 20a. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Port Il af item 1B.) 
& [OR CONTRIBUTING L] CAUSE OF DEATH 
U |{IF EITHER, NOTIFY MEDICAL EXAMINER) 
6 20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY Gea) 20e. PLACE OF INJURY {Home, form, | 206. (City ar tawn) (County) (State) 
a Hour a, m. factary, street, affice bldg., etc.’ ui i 
* 


21. | certify that | attended the deceased framuly.31,...___, 19.51, to ae 17,-.. 19.59that | last saw the deceosed 


, 1959, and that death occurred at 9£30PM, fram the causes and an the date stated obove. 
ADORESS (Street, city ar tawn, state) 


DATE SIGNED 


7b. DATE THEREOF 


&: wy 9-55 


‘Za. BURIAL, CREMATION, 
REMOVAL bey) 


(Stote), 
Ste /dg2tOtk 7 Dd. 


2 fie OF Sigerag OR CREMATORY 


2cf\ REC'D BY Sa 


' 2c AUG 20 59 


24b. REGISTRAR'S SIGNATURE 


Crthun 2 Kama 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Qs 932 
a, 8964 CERTIFICATE OF DEATH 


= 
N 


21. | certify that | attended the deceased fram. _July_16__, 19.99, ta August 17, 19. that | last saw the deceased 
alive on___ August 17 __ 1999 ___, and that death accurred at. 9830PM, fram the causes and an the date stated abave. 


ADDRESS (Street, city or town, stote) DATE SIGNED 
| SIGNATURE BME ai a . Springfield State Hospital _____ 8-17-59. 
NAME (Type) Sykesville, Maryland 


~ sel M Reg. Dist. No. 
> 33 ik PUACE OE DEATO 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) /” 
e £3 " MARYLAND || ° > coy’ / 
oe arro Maryland altimore City 
=)a5 8 b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
g s RURAL ond give nearest town) 1 1 a 
mae: Sykesville mo. ay Baltimore Vol/-¢& 
$4 (-& 
22 ‘d. NAME Ss HOSPITAL {If not in hospitol, give street address) d. STREET ADDRESS ©. 1S RESIDENCE 
sen n nod OR INSTITUTION: ON A FARM? 
ay nOt: Springfield State Hospital 2838 N. Calvert St. ves [3 NODD. 
3 cf 
PY gear G) 3. NAMI First Middle Lost 4. DATE Month Day Yeor 
Ue DECEASED OF 
Bee {Type oF print ROSSITER SCOTT HANS Bam August 17 i9 59 
ec 
iE =e 5. SEX 6 COLOR OR RACE | 7. MARRIED] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (is yeon IEUNDER TYEAR] cag 24 HRS. 
= 3 lonths] Days | Ho 
ie 23 Male White |wiowi[) _ ovorceoQ] 1-13-73 el 
2 € ae 10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 8 a3 during most of working life, even if retir U.S.A 
2 pes hss't. Supt. City Bldg. Maryland oSeAe 
13 3 5 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2 98 Xs , 
Rats farian Scott 
g 23k Evan Hans 4 
= <= £2 a WAS og) Us. a er FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
cay gat fos, n0, oF unknown} yes. give wor or dates of service) 
g ots No | Records, Springfield State Hospital 
~« £8 
e 28 = 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
Cire ae PART |, DEATH WAS CAUSED BY; Arteri lerotic heart di y idse as 
2 oée __, IMMEDIATE CAUSE (0) erloscler c_ hea sease ears 
3 =F g LL if & DUE TO 
6 
= 22e Conditions, if ony. which »_Sevdre nephrosclerosis Years 
$s ZE5 gove rise to immediote 
3 6S couse (0), Biclisg the ynder- ( OVE TO 
Fet=e lying couse lost. (¢) 
3 8 ie 5 Pagt Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TOTth ps yeho £ INDITION: AetLo iN a {0} |19. WAS AUTOPSY 
S3eig =|C.B.S. assoc. w corebrat arteriose.erosis t; psy ¢ reac teed 
Oe 3 
2 g 
vy ia § = 200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
z 7] ‘s = OR CONTRIBUTING C] CAUSE OF DEATH 
<< oO oO | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 5 & |20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
= 3 3 Hour 0. m. While Not while foctory, street, office bidg., etc.) | 
a 5 = p.m. 19 lot work [] ot work [] t 
© 5 
22233 
G2e85 
2 
5 
a 
$ 
:) 
2 
° 
= 


moy be retained By the hospital or attending physici 


TO FUNERAL DIRECTOR: After this cer 
poge 3 should be detoched for use os the buri: 


2 
S NAME (Type) CLK SVille, Marylare 5 5 Pe 
Fa yy ya DATE THEREOF An NAWER iy TION (City, towny or county) piso 

x Mg 

3 a LAL. Za Lf 2) 4.- LOCK 

z 


2B. FUNERAL aor a i TUR! VF. DRESS (aA a. REC'D BY REGISTRAR ‘24b. REGISTRAR'S SIGNATURE 
LW A 


Hpbi y PUG 1_9 '59 nthe £ Massa 


< 
& 
> 
a 
s 


15M 9758 » 4 MMAWVIL yl bed, ZT 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
8965 CERTIFICATE OF DEATH 


=i 


05933 


7 l£ Reg. Dist. No. 
& 3 ioe FRPRCeCRPEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmision 
is Me = b, COUNTY 
= £3 Carroll MARYLAND Maryland Montgomery 
se 
= ° @ b. CITY OR TOWN (IF outside corporate limits, write c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
8 8 a RURAL ond give neorest town) 
& Sz Sykesville 1 moe 26 days Garrett Park 15 x- 2B 
eS d. NAME OF HOSPITAL (If nat in hospitol, give street address) d. STREET ADDRESS. e. tS RESIDENCE 
at ay food OR INSTITUTION, ON A FARM? 
S BS OD Springfield State Hospital 4909 Aurora Drive ves] NOX) 
° ee 
: Sed! 3. NAME OF First Middle lost 4. DATE Month Day Year 
re DECEASED OF 
a 25 (Type or print) Theodore Hegreberg DEATH August By 1959 
4 > 5, SEX 6. COLOR OR RACE |7. MARRIED JK] NEVER MARRIED [-] | 8 DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
3 2 t birthdoy) [Manths] Doys | Hours] Min 
= Male White  |woownQ ovorceoQ | June 7, 1879 yrs. 
2 3 a2 10c. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 112. CITIZEN OF WHAT COUNTRY? 
g ee oe during most of working life, even if retired) 
3 2 Farmer sa Norway USA 
3 2 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
eo SRS 
Bek LL Axel Hegreberg ‘J 
= £ o6 1S. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
5 a 5 3 (Yat, no, of unknown) {IF yes, give war or dates of service) 
& ptr renee 17-26-0978 Springfield Hospital Records 
8 £ 3 3 18, CAUSE OF DEATH [Enter only one couse per line for {0}, (b), ond (c)-] INTERVAL BETWEEN 
> £65 3 
Sagat pie Be alt ee i Arteriosclerotic heart disease ears 
= of€ p9 v \ 
Sees 4-20 2 DUE TO 
Bh Ep 
= #2 > Conditions, if ony, which (b) 
s 3Es gove rise to immediote 
=) SB8 couse (0), stoting the under- ( OVE TO 
esa v lying couse lost. © 
2s.% Jripgicouse arte, 
50.8 6 3 ra C.B Peat Il. OTHER Sy ge eae TRIBUTING Tt eae NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)]19. WAS AUTOPSY 
a ee a ee ee ASSOC. cere arperLese. CYrosiSe EE NG 
oseoS S yes [] NO’ 
rod = 4 
Fou3 5 © |200. ACCIDENT WAS UNDERLYING []__ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
Beenie. & [OR CONTRIBUTING LC] CAUSE OF DEATH 
< § 2£ 0  {{IF EITHER, NOTIFY MEDICAL EXAMINER) 
Ssess & |20c. TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town} {County} (State) 
= sl gs ry Hour o. m. Py While Not while factary, street, office bidg., etc.) | 
ape lk = p.m. lat wark [C] at work ' 
OF 5e5 
ZZS>—= —s |‘ [ 21. | certify that I attended the deceased fram_YUNE 7s, 19.27, to AURUSY 9 
or<22 
CSI Wl ln iia 9 re re 
og 
~ v= 
pL 5 we ACTUAL 
DRE ith wo, Springfield State Hospital _ 8/5/59 __ 
Ocara 
£62 / 
Zeaeas PHYSICIAN'S: 
Segie NAME (Type) Edmund Lusthaus, M.D. Sykesville, Maryland 
ra eee eee 
8 8 z o Za. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY. 22d. LOCATION (City, town, or county) (Stote) 
~S> Oo 2 ° 
a 2582 Ft. Lincoln Gemeter rince orge Co., Maryland 
ee 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Qdo. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
VS A15 {4) . 
ee Robert A. Pumphrey, Bethesda 14, Md. DATE AUG 7_'59 Smee eas 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


: 8966 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 10092 


essary, please 


FOR STATE Reg. Dist. No. 4 
HEALTH DEPT. 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Retidence before aEST 4 
& z Carroll marviano || O° S'NE Maryland °°" Baktimore 
iz M b. By g fete tee corporete fimits, write RURAL cc. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limils, wrile RURAL ond give neorest town) 
‘ r.10Mo,27Pays Baltimore 3 Vo | = 
d. NAME OF HOSPITAL OR INSTITUTION {If nat in haspitol, give street address) d. STREET ADDRESS. [ease 
Pei S State Hospital _ 2224 Linden Ave _|yes No DR 
3. NAME OF fe oe Middle a < j Doy Yer 
DECEASED 
tere) arlena Herman EOP 17659 


3, Stx 6. COLOR OR RACE 8. DATE OF BIRTH IF UNDER 1YEAR| IF UNDER 24 HRS. 


z 
MARRIED [} NEVER MARRIEO [3 cretion” PEUNBEE NEAR WF UNDER 2 


Female White |wirowio _ oworceo ~31-1872 Fyn. 
10a. USUAL OCCUPATION (Give kind of work = 10b. KIND OF BUSINESS OR INDUSTRY | IT. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mest of working life, even if retired) M4 
None “Sen ennenn Germany =a Unknown 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME = 
Mordecai Herman Miriam Strauss -- 


15. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. 


(Ye, 10, of wnbrown {Wyo give wer ov dates of service] 
0 | women None 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c).] 


PA POLES EH) CORO WARY O¢eiusiow 


ik. o J DUE TO 


t f 
Conditions, if ony, which L Le S.C. V. perce “a em ian / 
Gove rise to immediote coure 7 7 
(0), stoting the underlyingg PVE TO | 


couse tos fe. . 


17. INFORMANT Addren 


Hospital Records, Sykesville. 


farm PM3. Poge 5 may be retained fmyaur files. 
File pages 1 and 2 with the State Baard af Health, 


Give Pages 1, 2, and 3 ta the funeral 


INTERVAL BETWEEN. 
ONSET AND DEATH 


Man 


, ar removal, and in any event? (OC) after deat 


3 PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mop] 19. WAS AUTOPSY 

} Tl eae er PERFORMED; 

5 ves nope 
3 200. EXTERNAL CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port tt af Item 18.) “ 

PRIMARY C) of CONTRIBUTING CI 4 

| cause oF beaTH. 
2 = 
& [20c. TIME OF INJURY "Month, Doy, Yeor 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1 20f, (City or town) (County) (Store) 
8 Hour oo. m. While Not while factory. street, office bldg., etc.) | 
= p.m. 19 ‘at work [7] of work 


21. Leertify thot 1 took charge of the remains described above, held an Autopsy [_], !nspectian 
sutted fram: Natural causes RYO Accident [J, Suicide [], Homicide {], vu 


bitlsa WJ. Merwe. mip, CHIEF MEDICAL EXAMINER [) glo, 


, Inquiry and in my 


opinion death jetermined nfanner (L] 


= 
3 
2 
e] 
> 
z 
5 
€ 
$ 
7° 
3 
a) 
t 
5 
8 
2 
~ 
« 
c 
£ 
3 
3 
Fa 
M4 
s 
3 
= 
3 
6 
s 
2 
8 
LS 
4 
8 
= 
< 
S 
< 
= 
< 
bad 
a 
ie 


cate, writing the ward “pending™ in pencil in (tem 18. 


4 should be forwarded ta the Chief Medical Examiner's Office alang with 


TO FUNERAL DIRECTOR: Page 3 shavtd be esed as a burial-transit permit. 


ACTUAL 


ar its designated agent, priar ta burial, erematian, 


Ry ce ASSISTANT MEDICAL EXAMINER (1) 30 a 

e - Far - B 

iS 3 NAME (typ JA MES. / y| pPRatr DEPUTY MEDICAL EXAMINER x 

Fy io Tho. BURIAY On. 7b. DATE 3B). ~ [aie. NAME OF ait ‘OR CREMATORY Tear (City. town, or county) (State) + 
2 ify) ¥ er, “. 

°° vias ~ 35/-SF\OKEB SHALom Balt ove Md 

= abe |. FUNERAL DIRECTOR'S SIGNATURE , ADDRESS 240. "gee regISEAGR 2ab. REGISTRARS Ze Se 

¥S. AISM . : "7 Clikead, pelt 

sm2s7 aed i Dy 10a Clee ATE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 (5934 
8967 CERTIFICATE OF DEATH 


ow 


Reg. Dist. No. 


uy DuETo <7 ARA & Li C4_£% 

Conditions, if ony, which ©) 

gove rise to immediote 3 U 

covse {0}, stoting the under (| OUE TO ) or = 

lying couse rai gee grass. Ls a 2 Z, 2 


= ms 
> 3 q \ a oe e. sae RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 
o ec o b. COUNTY 
“3 Carroll pine ta Maryland Carroll 
= re) © b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
8 a2 RURAL ond give neorest town) 
ar rural--Mt, Air rural--Mt. Airy 
e d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
o bs Pas OR INSTITUTION / ON A FARM? 
aa ves] no®) 
ce 5 3. NAME OF Fint Middle lost 4. DATE Month Day Yeor 
Zs ieee at pot DAISY Me HESS ceatH == AUGUST 20 1959 
>. 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE (in Toa IF UNDER 24 HRS. 
z Jost birthdoy) Min. 
3. female _|white —|woowom — ovorceo) | 11-26-1882 be alae ed 
(J a 100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) +» 12. CITIZEN OF WHAT COUNTRY? 
“4 a9 during most of working life, even if retired) 
wes housewife U.S. 
» 3 s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Ar 
3° Lloyd W. Grimn Barbara KE. Grove 
= 8 i ba WAS a U. S. ARMED Abed 16. SOCIAL SECURITY NO. }17. INFORMANT Address 
a fe, 90, OF Unknow) (it yes, give wor or dates of service) 
oe no ------ Mrs. Claude Slagle, Same 
ES} 3 18. CAUSE OF DEATH [Enter only one couse per line for (o}, (b). ond (c). ¢ A INTERVAL BETWEEN 
2a PART 1. DEATH WAS CAUSED BY: ' ) = oe is ey anal 
exe IMMEDIATE CAUSE (o)_ 4 ( Lid Hh ma 
ze 
* 
5 
af 
. 
o 
c 
3 
3 
“ 
°° 
2 
2 
° 


c 
° 
2 ra Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10) | 19. elonsy 
‘S is] a 
€ < ves not) 
2 = }| 200. ACCIDENT WAS UNDERLYING £]_— | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port 1 or Port Il of item 18.) 
Ps & JOR CONTRIBUTING CJ CAUSE OF DEATH 
4 & J (lF EITHER, NOTIFY MEDICAL EXAMINER) 

4 A 
3 & ]20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY fHome, form, 3 20f. (City er towel (County) {Stote) 
6. ao Hour o.m. While Not while foctory, street, office bldg., etc.) | 
3 = p.m. 19 Jot work (] of work, O] H 


21. | certify that | attended the deceased fram._ 
alive ant 


Aeeu1 19.8.9 to “1a, Oo. — I last saw the deceased 
d-that death accurred ale Baw ram the causes/and an the date stated abave. 


hiss. ZR Mn, Wh Bg 


ENDING. PHYSICIAN: The. low requires thot the deoth certificote be executed within 24 hours 


ACTUAL 
SIGNATUR! 


the registror prior to buriol, cremotian, or removal, ond in ony event within 72 


poge 3 should be detoched for use os the buriol-transit permit. 


1SM 9/SS, 


72 PHYSICIAN'S 
nies NAME (Type) A QOS a ae ee ee 
SSB 220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or county) Stote| 
925 Spgcify) od 
ot. BORTAL” | 8-22-1959 | Mt. Olive Frederick, Md 
ror 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS do, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS AIS (4) 9 C. M. Waltz, Winfield » Md. pare AUG 25 '59 Ontlur £ 


~— 


~~ Page 4 


icate has been signed by the attending physician and campletely filled in by the funeral director, 
Pages | and 2 should be fil 


en please remave carban papers. 


Y even\within 72 haurs after death. 


the haspital ar attending physician. 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours 
TO FUNERAL DIRECTOR: After this cer! 


Y 


bd 


may be retained 
the registrar priar ta burial, crematian, ar remaval, and in 


page 3 shauld be detached far use as the burial-transit permit. 


@& TO HOSPITAL O! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
8968 CERTIFICATE OF DEATH 


_- (8935. 


Reg. Dist. No. 


We leet salt x ES oer (Where deceased lived, If institution: Residence before admission) 
: °. b. COUNTY 
Carroll See M, : 
b. CITY OR TOWN {If outside corporate limits, write c, LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporote limits, write RURAL and give nearest town) 
RURAL ond give nearest town) pe He 
Sykesville lyr, 5mos 3d Laytonsville US Spee 
d. NAME OF HOSPITAL {If not in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION, ON A FARM? 
Springfield State Hospital None___ ves (] NO 
3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
DECEASED OF 
iypaver pany Frances Emma lLeishear Howes DEATH August 10, 1959 


S. SEX 6. COLOR OR RACE |7. MARRIED [BM] NEVER MARRIED [] | & DATE OF BIRTH 


9. AGE (in years [IEUNDER 1 YEAR| IF UNOER 24 HRS, 
lost birthday) | Month: Da: H Min. 
Female White wioowp[] ~—sovorceo gg) | July 28, 1880 79m. | Days | Hours] Min 
10a. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF 8USINESS OR INDUSTRY [11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retived) 
Housewife - Maryland U.SeAs 


13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Thomas Leishear Mary Molesworth 


1§. WAS DECEASED EVER IN U. S. ARMED aes SOCIAL SECURITY =a INFORMANT Address 


"io Bl i ae ee Springfield Hospital Records 


No 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond {c).] 


INTERVAL BETWEEN 
ONSET AND DEATH 


PART |. OFATH MEDIATE Cause fo)__ Gangrene of right leg 2 weeks _ 
¥RO.O DUE To 
Conditions, if any, which w__Peripheral arteriosclerosis Years: 


gove rise to immediate 
couse (a), stoting the under. ( DUE TO 
lying couse lost. © 


3 Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)|19. WAS AUTOPSY 
2|Arteriosclerotic heart disease .— brain disease YS. Nom 
i] hoa =F on 

= 20a. ACCIDENT WAS UNDERLYING 0) 20b. DESCRI8E HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port II of item 18.) 

= OR CONTRIBUTING (] CAUSE OF DEATH 

© [{IF EITHER, NOTIFY MEDICAL EXAMINER) 

ra 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20ce. PLACE OF INJURY (Home, farm, T 20. (City of town) (County) (State) 
5 Hour Neate. baa Motatihe factory, street, office bldg., etc.) | 

= Pm. 19 lot work [] ot work H 


setae. Au. form dD. __.... Springfield Hospital __8/10/59_ 
Name ityes Gertrude M. Gross, M.D. Sykesville, Maryland 


URAL CHENATON | Rb, DATE THEREOF PRINMIRGRGOERTOREENOE, a: TRLCEMON (Cgicw Giesumy) RR 
BUYaaT” |aug. 13 59] Laytonsville Meth,| Leaytonsville, Md, 

23. F RAL DIRECTOR'S SIGHATURE; ‘eas aa. REC'D BY REGISTRAR 2db, REGISTRAR'S SIGNATURE 
Rag bo Ooo se plow a. nt pare AUG 1 7 '59 | Cnet £ aca 


res 


death: Page 4 
re funeral director, 


& 


e 
e] 
2 
> 
3 
aa 
oo 
Qv 
M4 
5 
3 
> 
3 
2 


ficate be executed within 24 haurs of 


that the death certit 
Then please remave carbon papers. 


jires 


ate has been signed by the attending physician and completely filled in by 


¢ burial-transit permit. 


the registrar prior ta burial, cremation, ar removal, and in any event within 72 haurs after death. 


is cer! 


he hospital or attending physicion. 
page 3 should be detached for use os 


ENDING PHYSICIAN: The low requ’ 


ens 
TO FUNERAL DIRECTOR: After thi 


VS AIS (4) 
15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


8969: 


CERTIFICATE OF DEATH 08936 


Reg. Dist. No. 


1. PLACE OF DEATH 
OUNTY 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


eo. COU 0. STATE b. COUNTY 
Carroll ‘idl aryland Garrett / 
b. CITY OR TOWN (If outside corporote fi ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neores! town) 
2 % 
ri m29d Friendsville, Maryland 
d. NAME OF HOSPITAL (If not in hospital, give street address) d, STREET ADDRESS. e, tS RESIDENCE 
OR INSTITUTION ‘ON A FARM? 
pringfield e Hospita ___ Mone ves] NO®) 
3. NAME OF First Middle Lost 4. DATE Me x 
ner irs i jonth Day ‘eor 
Riyes.cn Pon Yilliam anderbilt Jenkins beard August 8, 1) 19 
5. SEX 6. COLOR OR RACE [7. maRRIED [] NEVER MARRIED [-] | @ DATE OF BIRTH 9. AGE (In years [JF UNDER LYEAR]IF UNDER 24 HRS. 
é lost bithdey) [Months] Doys Min, 
Male White wIDOWED Bq oivorceo(] R-2=87 yes. 


Wc. USUAL OCCUPATION (Give kind of work done| 


during most of working life, even if retired) 


0b. KIND OF BUSINESS OR INDUSTRY 


11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


- Maryland U. Se Ae 

13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

Alfred Jenkins Martha Savage 
15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
[¥es, no. or unknown} Itt yes. gve wor oF dates of service) J < . 

No - - Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (¢).] INTERVAL BETWEEN 
ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY: : 
| IMMEDIATE CAUSE (o._Coronary Occlusion Instantly 


f ‘ DUE TO more. oh bg 
Conditions, if ony, which w_Generalized Arteriosclerosis fas 
gove rise lo immediate Ze, 
couse (0), stoting the under. ( OUE TO wofe SH3u 


lying cause lost. () 


Hynertension MOY rs 


3 BY I. OTHER BONIICANT Gon Eye CONTRIBUTING TO_QEATH BUT NOT RELATED ore RMAINAL DISEASE CONDITION GIVEN IN P. ) 19. WAS AUTOPSY 
2| CBS. assoc. 2" urbance, Wi cerebr. arterioscle. PERFORMED? 
& Q to psycho ves 1) No RR 
= | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part tl af iter 18.) 

& JOR CONTRIBUTING [1 CAUSE OF DEATH 

© {UF EITHER, NOTIFY MEDICAL EXAMINER) 

z 

& [20e. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, 1 20f, (City or town) (County) (Stote) 
ray Hour 0. m, While Not while factory, street, office bldg., etc.) | 

= p.m. W lot work [1] of work [7] H 


21. | certify that | attended the deceased fram _B_ August, 19.57., to.8, August _., 19.59. that | lost saw the deceased 


alive er, 
ACTUAL a 


PHYSICIAN'S 
NAME (Type) 


, ond that death occurred at 7215 Aw, fram the causes and an the date stated abave. 
ADORESS (Street, city or town, stole) DATE SIGNED 


mo. ..Springfield State Hospital 


=2== EK 


To. SOREL CTEATION: ‘2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, of county) (Stote) 
ty) = + .. = i, ae . 
btriat 8/11/1959 Steele Cemeter Friendsville 


23. FUNERAL DIRECTOR'S SIGNATURE 


ADDRESS 24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Ninnich Funeral Home Qaklend, Many land josey 13 '59 Cinta $, Frnt 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
‘ ' 
89790 CERTIFICATE OF DEATH 5937 


i Reg. Dist. No. 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institutian: Residence before admission) 


ot a, COUNTY . ©, STATE b. COUNTY, 
a Cerrolf MARYLAND Mavyland Covyod/ 
b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 


ALY ee /2years x SVovHse Airy "e, Kural 


ml 


»” Page 4 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral directar, 


d. NAME OF HOSPITAL (if not in haspital, give street address} A. STREET ADDRESS e. (S RESIDENCE 
wT OR oer é f K Pe] a ON A FARM? 
A Kidgeville re gevi ll YS 1 No BY 


Pages 1 and 2 shauldybe filed with 


3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
DECEASED. rel S) OF 
(ype or print) A ie un } wey oAnslor DEATH Aug Vt Zo wf 
5. SEX 6, COUR OR RACE |7 manele Never mAneieD [1] [8. DATE OF elerH 9. AGE (In Years [IF UNDER 1 YEAR| IF UNDER 24 HRS 
lost birthday) f Months] Days | Hours] Min 


Male lh 


te |wioweo Oo pivorceo [] | S opt /6, / &77 


cif 
I 10a, pete EEN ag kind fet et et 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
juring mast of working life, even if retir /. 
a 
Carpenter Constrycticn Maryland 4.5, 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
foe 4 4 
Algernon Sony, ele Hictea Eliztdabethk Crim shey 
15. WAS DECEASEDEVER IN U. S. ARMED FORCE! 116, SOCIAL SECURITY NO. INFORMANT Addfess 


es ba Cijmtiendl © y DLP stor analeraatey ( 
M0. | Unknown (tos, Elle Shits M7 Airy 
4 2 INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only ane cause per line far (0), (b). and (c)-] 


P, ss BY: o ONSET AND DEATH 
we oom ERE, Covena ry Throm bo ro 
; £24. 


+f ‘ 1 DUE TO 


Then please remave carban popers. 


the registrar prior to burial, cremation, or removal, and in ony event within 72 hours ofter 


Conditions, if any, which ) 
gave tise to immediate 

cause (a), stating the under. ( DUE TO 
lying cause last. a 


Ss Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a}|19. WAS AUTOPSY 
yle 
3 yes] NO 
= ['200. ACCIDENT WAS UNDERLYING 1) |20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part I! of item 1B.) 
& | OR CONTRIBUTING (1 CAUSE OF DEATH 
& | (lF ETHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote} 
3 Hose oc. ji aie harem foctory, street, office bidg., etc.) | 
= pm. [19 Jat wark [F] ot work ' 
2, aheenta U Prats @ pty 
. I certify that | attended the deceased fram._. —, 12de2_, to. A Ge .. 1%f, that | last saw the deceased 
alive an_____4 VE LF, wSZ_, and that death accurred ath A.M, fram the causes and an the date stated abave. 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours 


may be retained by the hospital or attending physician. 


ADDRESS (Street, cily or town, state) DATE SIGNED 


seu LATO. EI Lt! gn For Sa 


ems WB, Colwell LN t. Aly 


‘720. BURIAL, CREMATION. 72. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY Td. LOCATION ane town, or county) {State} 
Bier” |Aug.22 59 | Jennings Chapel | Howard Co, _Md. 


ERAL DIRECTOR'S SIG! RE ADDRESS 2da. REC'D BY REGISTRAR ab. REGISTRARS SIGNATURE 
Be Ren Laytonsville, Md |oar auG24’59 Onttan £ Kama 


* 


TO HOSPITAL ©! 


poge 3 should be detached far use os the burial-transit permit. 


BE 
=> 
2a 
toes 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 &¢ 3 
89771 CERTIFICATE OF DEATH USJa8 


wat 


7 or Reg. Dist. No. 
. 8 5 M 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived, If iatitutions Residence before admission) 
5 $5) & °. °. b. COUNTY 
SC 53, Carroll ee Maryland Carroll 
£ Be b. CITY OR TOWN (If outside corporote limits, write |e. LENGTH OF STAY IN Ib || c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
g s 2 RURAL ond give neorest town) , 
aes Finksburg 3 Y¥rse , Finksburg 
2 oe d. NAME OF HOSPITAL (ff not in hospital, give street address} d. STREET ADDRESS. e. IS RESIDENCE 
3 * OR INSTITUTION. , ON.A FARM? 
eS Finksburg Cedarhurst Road ves 0) NOEK 
2. 6 3. NAME OF First Middle test 4. DATE Manth Day Year 
< 3 - DECEASED | OF % 
Sioges {Type or print) William Carl Johnson | Sam August 20 1 59 
= 5. SEX 6. COLOR OR RACE 7. MARRIED EALNEVER MARRIED [-] | 8 DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS 
5 petty Days Min. 
ae 0 | Male White —_|woowor) —oworceo) |_ 4/5/1890 os. 
= * Be "Oe. USUAL OCCUPATION (Give kind af work done/T0b, KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Sate or foreign covniry] 12, CITIZEN OF WHAT COUNTRY? 
fd 3 luring most of working life, even if refi } i 
aver’ Carpenter Bldg, all kinds | Frederick Cos, Mde USA 
4 
e S85 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
eo gsc Ais ae 
SEE William P, Johnson Mae Sixx 
= 36 3 Tg, WAS BECEASED EVER IN U.S. ARMED FORCES? [16 SOCIAL SECURITY NO. ] 7. INFORMANT ‘Address 
= 4 ‘es, 10. of unknown} rt ive wor oF dates of service) . 
8 off No i 216~18-4436 | Mrs. W. Carl Johnson, Pinksburg, Md. 
ape =A 
eS 1B. CAUSE OF DEATH [Enter only one cavse per line for (o}, (bl, ond (c).} INTERVAL BETWEEN 
3 22% PART I. DEATH WAS CAUSED BY: ONT AND DEI 
2 og: FN OO NAREDIATE CAUSE (0) Coronary Thrombosis Q minutes 
3 =F 3 af DUE TO 
> 
= Fz, Conditions, if ony, which ic Cardio Vascular Disease| years 
8s BES gove rise to immediote 
fF Gee co¥se {0}, stoting the under- 
BeFse lying couse lost. 
HES 
eae aaa 3 Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1io}]19. WAS AUTOFSY 
Bxors ye Gu Aa el ell 
ehes 8 % yes) not] 
Fores © [20c. ACCIDENT WAS UNDERLYING C]__|20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
eggee & | On CONTRIBUTING LI CAUSE OF DEATH 
2825 & | {iF EITHER, NOTIFY MEDICAL EXAMINER’ 
eA eS <3 ) 
vSetud = 5 
sess 20c. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) (Count (Stote 
$53e8 s Hoel. Soa artis MAING CH foctoty, street, office bldg., elc.)! 2 0 
3 2 3 : 2 p.m. 19 [ot work [7] of work H 
Bras : 
z eis a 21. | certify that | attended the deceased fram._JU1Ly__17.___, 1959, to ANZ a2 £1, 9 that | last saw the deceased 
38 . 
Bt = 33 alive on. August 10 12_2.2__, and that death occurred at. A.»M, from the causes and an the date stated abave. 
E2535 [ADDRESS (Street, city of town, stots) DATE SIGNED 
7a ACTUAL — 
2 3 2 SIGNATURE, E, M0. 48 2 Re 
£a2 
25585 PHYSICIAN'S 
Segee Name (tye) Martin E, Strobel M.D 8_ Main St. Reisterstown Maryland 
Fd 32°" 72o. BURIAL. CREMATION, | 226, DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (Stote) 
252 Fs Weal” | 8/23/50. Mt, Union Cemetery Nr. Middleburg, Carroll Co, Md, 
Cede 23. » ERAL DIRECTOR'S SIGNATURE _/_/* y ADDRESS do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
. 
4 : ", iT id 
Yay) Act ef A Ate _Littlestown, Pas vafillG 2.4 '59 Cathea £ Haua 


7 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 05939 
8972 CERTIFICATE OF DEATH ee. 


veal 


7. MARRIED} NEVER MARRIED je3 B. DATE OF BtRTH . 1S aap ayrtoy) IF UNDER 1 YEAR| IF UNDER 24 HRS. 
oy) | Months] Day Mi 
wipowep [] ovorceot] | November 6, 1885 ea ee eee sae 


Female White 
bs 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign Sariel 12. CITIZEN OF WHAT COUNTRY? 
= during most of working life, even if retired) 
Stenographer Vaimaaes Glass: Co. Maryland Cumberland, U.S 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


=~ ve 
S z = 1 PLACE OF DEATH a pean (Where deceased lived. If institution: Residence before odmission) 
2 3 2. °. b 
- 33 Carroll MARYLAND Maryland COUNY Allegany | 
= Be b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY 1N Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
3 3 a RURAL ond give neorest town) By 
Zee sville l3yrs 8mos el Cumberland DI 
-@: 4 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
—- S OR INSTITUTION. . A ON A FARM? 
aS Springfield State Hospital Formerly 8° So. Smallwood St.|, 0 som 
ce 
aye 3. NAME OF First Middle Lost 4. DATE Month Day Year 
Ue DECEASED | OF 
23 {Type or print) Margaret Ellen Kean DEATH August 30, 1959 
> 5. SEX 6. COLOR OR RACE 
3 
og 
Ea 
ae 
ee. e 
og 


Kean Mary Ann Cosgrove 


Thomas Ss: 


Ni WAS Peso a Tl U.S. pte ore’ 16. SOCIAL SECURITY NO. INFORMANT Address 
neat ee ee et 
No | ~ Nong Springfield Hospital Records: 


INTERVAL BETWEEN 
ONSET AND DEATH 


Days: 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b) ond (c)-] 


PART I. DEATH WAS CAUSED BY: 
Res use ay., _Bronchopneumonia 


Ug 1X DUE TO 
Conditions, if ony, which b) 
gove rise to immediote ee | 


Then pleose re 


couse (0), stoting the undg- (| DUE TO 
lying couse lost. bs 


ra Bi MOTHER eu CANT CERT: CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(o)]19. WAS AUTOPSY 
Ole presst ve reactlile ERFORMED?, 

$ me O xo 

= ]200. ACCIDENT WAS UNDERLYING []_ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 

& JOR CONTRIBUTING CL) CAUSE OF DEATH 

& }UF EITHER, NOTIFY MEDICAL EXAMINER) 

& 20. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, H 1 20F. (City or town) (County} (Stote) 

i] Hour 0. m. While Not while foctory, street, office bldg., etc.) | 

= p.m. 19 Jot work [[} of work H 


|, eremation, ar removal, and in ony event within 72 


21. | certify that | attended the deceased fram__SUly Ty 1989, to August 30, 19. 5Qhat | last saw the deceased 
_, and that death occurred at_62204m, from the causes and an the date stated abave. 


TENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 haurs 


may be retained by the haspital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physi 


poge 3 should be detached for use os the burial-tronsit permit. 


5 alive on_. August 295 _ 
© wo BA fs ADDRESS (Street, city or town, stote) DATE SIGNED 
4 ACTUAL * g 
= 3 / Sewatured, 2724 ce KR Maefpieexn MD) se 
a 
ae a PHYSICIAN'S 
< £ NAME (Type) Irene Le Hi » MD. 
& > ‘220. BURIAL, CREMATION, ‘2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, of county) {Stote) 
= ry REMOVAL (Specify) s " ? 
3 2 Buria t. Patrick’s Cem, Cumberland 
e 23. FUNERAL DIRECTOR’: ‘2da, REC'D BY REGISTRAR | 2db. REGISTRAR'S SIGNATURE 
Vs AIS (4) . 


pate SEP 3'59 Cathar £ Kian 


15M 9/5B 


ell 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


05940 


Reg. Dist. No. 


1, PLACE OF DEATH 
a. COUNTY 


Carroll 


MARYLAND 


2. alo adele (Where deceased lived. If institutian: Residence before odmissian) / 


b. COUNTY A He 


b. CITY OR TOWN (If autside carporate limits, write 


c, LENGTH OF STAY IN 1b 
RURAL and give nearest tawn) 


c. CITY OR TOWN (IF autside corporate limits, write RURAL and give nearest tawn) 


~~ Page 4 


‘ages 1 and 2 should be filed with 


al 


(IF yos, give wor of dates of service) 
| = - 


Sykesville 22yreq)mos.7 Glenburnie oe Sp 
d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
ra] OR INSTITUTION ON A FARM? 
; H 21 Ferndale Ave, vs 0 NO 
3. NAME OF First Middle Lost 4. DATE Manth Day Yeor 
DECEASED \F 
ee (Type ar print) Olga KELLER DEATH August 26, 159 
5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [2p | B. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
\ last birthday) | Manths| Da: He Mi 
if ! Female White wivowep [} pivorceD [] June 1, 1880 79. ¥. 8] Doys | Hours | Min. 
10a. USUAL OCCUPATION (Give kind af wark dane|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) vw 
None - Germany Unknown 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Frederick Keller Unknown 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


Springfield Hospital Records: 


1B. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b). and (c)-] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (ah. 


Arteriosclerotic cardiovascular disease 


INTERVAL BETWEEN 
ONSET AND DEATH 


Years 


isa / 

4Ad, | 
Conditions, if any, which 
gave rise ta immediate 
cause (a), stating the under- 
lying cause last. 


Then please remove carban pap 


DUE TO 


DUE TO 


w,__ Generalized arter: 


Years 


(c) 


S 


zophrenic reaction, parano: 


YPC 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. ee. soci 
Sehi hre id t ve 5 Nox] 


20a. ACCIDENT WAS UNDERLYING C1 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Port Il af item 1B.) 


20c. TIME OF INJURY = Manth, 
Haur a.m. 


Yeor | 20d. INJURY OCCURRED 


Nat while 
DD at work 


Day, 


MEDICAL CERTIFICATION 


After this certificote has been signed by the attending physician and completely filled in by the funeral director, 


ENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours 


~ 


208. PLACE OF INJURY (Hame, farm, | 20f. (City ar tawn) 
factory, street, office bldg., etc.) | 


“ey, ive ane accurred at_Ld! SFMtram the causes and on the date stated above. 


(Caynty) (State) 


1937, vaugust. 26, 


es 169, that | last saw the deceased 


ADORESS (Street, city ar tawn, state) 


| State Hospital _ 


DATE SIGNED 


__Sprinegf: 


the registrar prior ta burial, cremation, or removal, and in ony event within 72 haurs after dea 


may be retained by the hospital ar attending physician. 
page 3 should be detached far use as the burial-transit permit. 


TO FUNERAL DIRECTOR 


5 : 
z NAME (typ) Ellis S. Margolin, M.D  aeried eat ih, eee 
Fd 72a. BURIAL, CHENATION, Wb. DATE THEREOF (State) 

LREMOVAL (Speci g 
cc UR: » 5 g 

oor at co" 

e 23. FUNERAL DIRECTOR’, NATURE fe. REC'D BY REGISTRAR ‘2a4b. REGISTRAI 
VS AIS (4 eet, dl : bate AUG 31 '59 Oath £ Kens 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7 8945 CERTIFICATE OF DEATH we) bein Oe 
1. PLACE OF DEAI 


2. See eo (Where deceased lived. If institution: Residence before odmission) 
°. 


DRS LAND b. COUNTY c R ROLL 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


./] WESTMINSTER 


ad 


ae 
bait, 


Py 


q 


TH 
— 0. COUNTY Gs A B R fe) paz. JAARYLANO 
b. CITY OR TOWN (lt CS) SES limits, write | ¢. LENGTH OF STAY IN Ib 
‘ond give ngares 
WESTMINSTER | 2 & EAR 
¢. STREET ADDRESS. @. 1S RESIDENCE 


da. AE ORE IEAG {If not in hospitol, give street oddress) epertiny 
CARROLL ST- ves] No 


3. NAME OF Middle Last 4. DATE Month Day Yeor 


fete CHARLES WEWRY King | tm Avevsr bo _954_ 


5. SEX 6. COLOR OR RACE |7. maRRieD [EPNEVER MARRIED [-] |8. DATE OF BIRTH 9 AGE fin years HEUNDER TEAR IF-UNDER 24 HRS. 
TE ; + ey | last bitthdoy) [Months] Da in. 
ALE WHITE |wrownm oworceoO YA ARGH Z ige4 a ths | Days [rhe] Min, 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


funeral directar, 


safver death. Page 4 


Pages 1 ond 2 should be filed with 


‘OR: After this certificate has been signed by the attending physician and campletely filled in b: 


3 a Dey ‘of working life, even if retired) < He B e A CTOR ty D R gs A ry, D WITE D Si ATES 
3 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


VALENTINE KING - SARBARA KING 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO, }17. INFORMANT Addresy 
1 “ie {IF yen, give wor or dates of recwice) / 0 S= 17 WARS : MABEL i 4 Ne- 9 CA PELL S bm 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), {b), ond (c).} : INTER BETWEEN 
Ae tetas "PP VI-MOWARY FE DE MA oh 
thd DUE TO F = 2 
Conditions, if ony, which ie MYOCARDIAL LNSUFFICIEN. 2LYVEARS 
gove rise to immediote z 5 
Sachi Mame" UV PERTEASIVE ARTERIOSC LE Ra epee | 2 YEARS 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMI 


Then please remave carbon papers. 


the registror priar ta burial. crematian, ar removal, and in ony event within 7: 


; St 
SE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
PERFORMED? 


vs no 


INAL 


20a, ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port ! or Port U1 of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(If EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town) (County) (State) 
Hour o. m. While Not while foctory, street, office bldg., etc.) 4 
p.m. 19 lot work [] of work 1 

t ( 


; (sal 4 
alive on AUGUST 1S", 19.2. ae, and that death accurred a7 22pm, fram the causes and an the date stated abave. 
0 ADORESS (Street, city or town, stote) DATE SIGNED 
y 


mo LG RIDGE ROP. Ailes 
mari DAMIEL TL WELLIVER  WESTMI/MSTER JYARYLAND 


Ro. SUE RRNA ON: ‘22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county} (Stote) 
at a a 
ON CEN | Sy GS-9 |\MORELANOS MENA (PALTO. Mil, 
23. Fut ERA DIRECTOR'S SIGNATURE y ADDRESS BL 2da, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
Bais? Ab 4 Lbrvatttr bl bel bn Bed, (form WYG19°S9 | Cancion L fonus 


MEDICAL CERTIFICATION 


‘ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haur: 


the haspital ar attending physician. 


‘ei 


may be retain: 
TO FUNERAL D 


poge 3 shauld be detached for use os the burial-transit permit. 


TO HOSPITAL 


MARYLAND STATE “a ake HEALTH—BALTIMORE, 18 0) S9 4 2 
on 2 SST CERTIFICATE OF DEATH 


=> 


Reg. Dist. No. 


se ———— 
ql ca 1. PLACE OF DEATH 2, USUAL RESIDENCE (Whore deceased lived. If institution: Residence before odmision) 
3 °. b. COUNTY 
82 CARROLL mmo! "ip eV LAND CARROLL 
Bee b. CITY OR TOWN i outide See limits, write c. CITY OR TOWN (If outtide corporote limits, write RURAL ond give nearest town) 
e ‘ond give neores! wen 
\ ¢ 3 ) 
22 A 6 VEARSIOT WESTMINSTER 
> d. SE rUtieia (If not in hospital, give street oddress) 7 ‘STREET ADDRESS Ec e. RE CLeNE 
P+ Al 
A home - 6 Anita Drive 'g ANITA DRIVE ves] No Ey 
Efe 
£65 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
sates DECEASED ; 
a (Type or print) b ] NG DEATH Au GUST } 3 19.8 § 
& $. SEX 6, on ok RACE |7. ve NEVER aide “5 B. DATE OF 9 AGE EDIT [ow kak al 24 HRS. 
Jost icthdo: 
as I FEMALE CAUCASI, Mipowen (Ge ovorceo] | AUG 1673 |. ice 
Ne 100. pea ec uauans fe kind eae 10b. KIND OF ape, B INDUSTRY | 11. ak (Stote or foreign Sa [al eae WHAT COUNTRY? 
s : juring mi proriina te. epen.t ir x <a 
At) - hf fe? l [2 AL iMod Re PIBRVLAN S,A d 


13. FATHER’ ‘S NAME 14, MOTHER'S MAIDEN NAME 


WILLIAM M*CELLAND # LUCKETIA M<c ELLAND 
NOS en IN UL psoas 16. SOCIAL SECURITY NO. |17. INFORMANT Address a lv } +, AP ) 
Sze] IRs. MIDPRED AvAMs ELA are 

IMMEDIATE CAUSE (0] 
EWAL IWSvUFFICIEVS 
cotse (0), stoting the under. ( OVETO 
(MED? 


18. CAUSE OF DEATH [Enter only one cavie per line for (o}, (b). ond {).] INTERVAL BETWEEN 
Le LW DUE TO 
‘onditions, if eny, which 
tying couse lost. a ARTE RIOSG LEE ROS/ 
ves) no 


Then please remove carban p, 


the registrar priar ta burial, crematian, or remaval, and in any event within 72 hours after def 


PART |. DEATH Was CAUSED BY: {_/ R E baad anual ah 
gove rise to tora : 
Paar I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1 DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Y(l]19. WAS AUTORSY 


20a. ACCIDENT WAS_UNDERLYING 01 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Ii of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, form, 1 20F, (City or town) (County) (Stote) 
Hour o. m. While Not while foctory, street, office bldg., etc.) | 
p.m, 19 fot work [] ot work [] i 


21. 1 certify that | attended the deceased fram TUG LO, 195, t UGS. 19.59 that | last saw the deceased 


alive an__ Mg Is 122, foe: and that death accurred ot22" PM, fram the causes and an the date stated abave. 
ADDRESS (Street, city or lown, stote) DATE SIGNED 


she Weal. 9 Wobbwer un a! FRIDGE ROAD 8-1 2-07 
se DANIEL LC. WELLIVER WEST eee MARYLANG 


eee, ,, DATE THEREOF 4 VEL pyle Dew tl, Id. LOCATION ee 10 Oe ee 
YieyZ /. (SY CE AA GZ Ley YZ, Kodi AP ac/ x1 LLZz 
4 SO) CIEL “D BY REGISTRAR ‘Dab. REGISTRARS SIGNATURE 
sa See Fi Mawtl has Libres ionG 2159 | stan £ Hana 


Zi 
Q 
iS 
< 
i 
= 
3 
4 
fo 
re) 
Hy 
< 
— 
6 
rod 
= 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


the haspital ar attending physician. 


TT! 
Y 


* 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and 


page 3 shauld be detached for use as the burial-transit permit. 


TO HOSPITAL 
may be retain! 


r’ death. Page 4 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs 


TO HOSPITAL 


® 


ESS. 
vasa  & |HENRY SANDER & SONS.ING. Baltimore Md. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 _ 


lA (18943 
%. CERTIFICATE OF DEATH i, 
3 3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence befare admission) 
3! SCOUNY Qiks = Carroll mariana || SS Maryland — °'" Balto.City 
. ®, b. CITY OR TOWN (IF outside corporote limits, write c. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest tawn) 
32 RURAL ond give nearest town) 
2 Sykesville 2mos.l7days Baltimore 4 
“4 = " d, NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e, IS RESIDENCE 
a ORS OR INSTITUTION ON A FARM? 
Baste ‘S Springfield State Hospital 1832 E, 28th St. - Zone 18 0) Note 
£6 |. NAME OF First Middle Lost 4. DATE Month Do; Yeor 
<3 
z - DECEASED | OF 
on (Type or print) Herbert Charles Kinney DEATH August 2, 1959 
=o 5, SEX 6. COLOR OR RACE |7. MARRIEDIE] NEVER MARRIED [7] | 8. DATE OF 8iRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
2 lost birthdoy) [Months] Days | Hours] Min. 
a5 Male White —[wioown _—oworceoQ | June 26, 1906 SE ys. 
£ Be 100. USUAL OCCUPATION (Give kind of work dane| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12, CITIZEN OF WHAT COUNTRY? 
§ st, during most af working life, even if retired) 
zap af - New York U.S.A. 
5a 5 I 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ge Wm, Clark Kini Charl F dari 
oA a Me r ney arlotte Ferruggaiar: 
Zz 8 3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
a — = (Yes, no, or unknown) {IE yes, give wor or dates of service) 
ger No | - 173=01-7177 Springfield Hospital Records 
2 ge 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (¢)-] INTERVAL BETWEEN 
gay PART I. DEATH WAS CAUSED BY: Aoalrintarcts, 5 S 
Ces IMMEDIATE CAUSE (o)_ My gcardia nlarcvion ay: 
zee “U%2a.l DUE TO 
> 
fir Conditians, if ony, which i 
QeEs goveuniselraminiedine ! 
sae couse (o}, stoting the under. ( OUE TO 
e%-D lying couse fost. (ch. 
Se dying couse lost. 
2 5 ed 3 Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. WAS AUTOPSY 
$223 )|&| Involutional psychotic reaction. vs) NOC] 
& 8.2 G 
2eRs = [20c. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il af item 18.) 
> “Ue TA OR CONTRIBUTING CO] CAUSE OF DEATH 
€ £0 [CIF EITHER, NOTIFY MEDICAL EXAMINER) 
o5es & |20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
e235 3 Hour 0. m. ” While Not while factary, street, office bldg., etc.) 
SEls = p.m. ot work [] ot work] i 
= o6& 
= See 21. | certify that | attended the deceased fram _May 15, __, 19.59, toAugust 2, _., 19.59 that | last saw the deceased 
3.0 : 
a 3 5 alive an__AUV 5 ORM from the causes and an the date stated above. 
2O35 ? ADDRESS (Street, city or town, state) DATE SIGNED 
328 
gese SoyNune uo, .. Springfield State Hospital 8/3/59 __ 
c ua 
235 (ea Edmund Lusthaus,M.D. Sykesville, Maryland 
De oo lle ed. eee eee ee —————— 
Be oa ry 220. BURIAL, CREMATION, | 22b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City, town, or county) (Stote) 
SP OE REMOVAL (Specify) , ‘ 
Egat ! A A.Co. Maryland 
2 


23, FUNERAL DIRECTOR'S SIGNATURE 24a. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 


15M 9/58 Dag 5. 59 ClAttun £ Moose 


8975 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


ys944 


Reg. Dist. No. 


1. PLACE OF DEATH 
co. COUNTY 


Carroll 


b. CITY OR TOWN (If outside corporate limits, write 
RURAL ond $2 nearest town) 


Sykesvil 


MARYLAND: 
c, LENGTH OF STAY IN Ib 


Syrs.3mos.19d 


death. Page 4 


°. 


Maryland 


2. USUAL RESIDENCE (Where deceased lived. 
b. COUNTY 


If institution: Residence before odmission) 


Balto.City v 


nyS Baltimore 2h 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


-@ se d. ey iataiy wlilels {If not in hospitol, give street oddress) d. STREET ADDRESS = 1 RESIDENCE 
>| Springfield State Hospital 106 N. Kresson St. ves L] No [% 
3. NAME OF First Middle lost 4, DATE Month Day Yeor 
DECEASED oF 
(Type or print) Amanda Pleam Kirscher DEATH August 17, 1959 
5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9 AGE (ln yeas IF UNDER 1 YEAR] IF UNDER 24 HRS. 
ont burro 
Kowal White |woown pe  ovorceog | July 28, 1871 me Months] Doys | Hours in 


10a. USUAL OCCUPATION (Give kind of work done 
during most of working life, even if retirs 


10b. KIND OF 8USINESS OR INDUSTRY 


11. BIRTHPLACE (Stote or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 


UW yes, give wor oF dates of service) 


(Wes, no, oF unknown) | 


No 


ceed th - Pennsylvania U.Seke 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Isaac Pleam Rebecca = 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for {0}, {b), ond {c)-] 
PART I. DEATH WAS CAUSED 8Y 


IMMEDIATE CAUSE (o]__ Bronchopneumenia 


INTERVAL BETWEEN 
ONSET AND DEATH 


Days: 


Then please remave carbon p 


YI/X DUE TO 
Conditions, if ony, which ) 
gove rite to immediote{ 9. 16 


touse (0), stoting the under- 


tying couse lost. © 


C.B.S 


Satna 2A56 


OR CONTRIBUTING C] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, 
Hour o.m. 


p.m. 


While Not while 
lot work [] ot work 


z 
9 
< 
g 
= | 200: 
& 
& 
Vv 
z 
< 
g 
6 
Fd 
= 


Ww 


the hospitol ar attending physicion. 


alive on_Angust 17, __ 


stn Lac Pha 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours 


& 


foctory, street, office bldg... 


21. | certify that | attended the deceased from Apr 28, __ 


etc.) ! 
t 


_, 19SL_, to_Angu 


MO, WK. 


Past Il. OTHER SIGNIFICANT aN TONS CONTRIBUTING JO, DEATH 8UT NOT, "or TO THE. DISEASE DITION GL JN PART 1{0)|19. WAS AUTOPSY 
Sassocewith sof metabolism, erowt nutrition, with senate en 
psycho react: yes] noX) 
. ACCIDENT WAS UNDERLY!! NG an {0b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port I or Port Il of item 1B.) 
Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 


ie: 199 that | last saw the deceased 


ao 1% 59 _, and that death accurred at_L03_ PM, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote} 


DATE SIGNED 


the registrar prior ta burial, cremation, ar removal, and in ony event within 72 hours after déd 


page 3 should be detached far use as the burial-transit permit. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the ottending physician and camp 


z8 iaietis Bilis Margolin, MD. os ‘syreovie, Maryland ae oe 
Fd $ 220. BURIAL, CREMATION, | 22b. DATE THEREOF 22c, NAME, OF CEMETERY OR CREMATORY 
2 3 OVAL Le g eye ~SP (‘L, y ‘ 
° 
- 23. FUDHA c i NATURE ADDRESS 2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

y 
VS ANS (4 D (M Aen, 
ad x xy ,, Shs Loew La . — DATE AUG 21 ‘99 Ontten £ FE 

> 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 5945 
8976 CERTIFICATE OF DEATH 059 


1B. CAUSE OF DEATH [Enter only ane cause per line for (0), (b), and {c).] INTERVAL BETWEEN 


ONSET AND DEATH 


Se ce Reg. Dist. No. 
S = Az bey Het 2 ele? ‘gona {Where deceased lived. If institutian: Residence befare odmissian) 
th bod b. COUNTY y 
“32 Carroll para Maryland City / 
= o b. CITY OR TOWN (If autside corporate limits, write . LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carporate limits, write RURAL and give neorest town) 
g 2 RURAL ond give nearest town) ‘ 
23s Sykesville l7yrs.2nos.16fays__ Baltimore Vo/-& 
Q 2 d. NAME OF HOSPITAL {If not in hospito!, give street address) d. STREET ADDRESS fe. 1S RESIDENCE 
Mg ¥ OR INSTITUTION ON A FARM? 
g By - pringfield State Hospital L645 Briarclift Rd., ves) NO 
5 a 
= °o 3. NAME OF First Middle: Lost 4. DATE Manth y Year, 
- DECEASED OF i) 
& 23 {Type or print) Elza vhirt DEATH August 19, |, 59 
ed LA S. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [ey | 6 DATE OF BIRTH 9. AGE Hg year IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= Y) Month Do He Min. 
2 < Female White |woownQ pworcenp) | March 23, 187 BYE ah ae 4 ys | Hours in. 
s a 100. USUAL OCCUPATION (Give kind of wark dane| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign cauntry) 12, CITIZEN OF WHAT COUNTRY? 
3 ge during mast of working life, even if retired) Unkn 
5 Bs Housework - Germany nknown 
3 2 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
o 
A 
B Be Unknown Unknown 
= 2 is: WAS i odie Aa IN U, 5. CaNeU Inge? 16. SOCIAL SECURITY NO. INFORMANT Address 7 
‘at, 10, OF UnkAGwn] ‘yer, giva war or dates of service) > # 
3 No | - - Springfield Hospital Records 
3 
a 
5 
£ 
= 
= 


|, ond in any event within 72 haurs after dea’ 


21. | certify that | attended the deceased fram__9, rea e ee 19. 9 that | last saw the deceased 
alive an_AUSUS 19, 4 1959 _, and that death accurred atysO5P_M, fram the causes and an the date stated abave. 


wee d ADDRESS (Street, city ar town, stote) DATE SIGNED 
Svein ; Chase wo, Springfield State Hospital ___8/20/59__ 
De 


5 
$ 
£ 
H 
PART |. DEATH WAS CAUSED BY: 
2 IMMEDIATE CAUSE (o_Acute peritonitis: Days 
a Oee0.7 DUE TO 
. F 
a Conditions, if any, which w Perforated gastric ulcer Weeks 
3 gave rise to immediate 
= cause {a}, stating the under. ( DUE TO 
Car lying cause lost. 
£6 Teg cours tite 
3 a s Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)}19.. peep 
ae 9.13| Mental deficiency, undifferentiated. ves BE NOD 
2 ae 
ee = ]200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Part II of item 1B.) 
25 & | OR CONTRIBUTING [1 CAUSE OF DEATH 
< § y (IF EITHER, NOTIFY MEDICAL EXAMINER) 
gs & [20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Hame, farm, | 20f. (City or tawn) (County) {Stote) 
[6 a Haur a. m. While Nat while factary, street, affice bldg., etc.) ! 
z= 2 ea 19 lot work [[] of work i 
g 
z 
[=] 
i 
& 
t's 


& 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by the funeral director, 


page 3 shauld be detached far use as the burial-transit permit. 


the registrar priar to burial, cremation, ar remaval 


z3 || |Rating Ellis S. Margolin, cea te S| 
Fy £ 2a. tovat Sepmy poe DATE THEREOF ig Ne. \E OF CEMETERY OR CREMATORY 72d. LO ) {Gity. town, ar caumty) (State) 

ae UNA duty 21.193 7| LAL 

i 7 S Me 9 & ‘ADDRESS 7) | 24a. REC'D BY REGISTRAR] 24b, REGISTRARS SIGNATURE 

VS AIS (4 ir Hass 

EMI oduds DNTP LV. LZAMAVHAISEY Lip? |oate pug 21 '59 Onitun £. 


j MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 08946 
‘897U% CERTIFICATE OF DEATH ‘easier 


ee 
> 35 fi E TRACE (OH Deng 2, USUAL RESIDENCE (Where deceosed lived. IF inet Gree Aree eekere anes on} 
o. b. COUNTY / 
5 _/ | Carroll, Sykesville — marvuno || ° Halbyland Baltimore / 
3 ©. Byes igi ice cc carporate limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest town} 
9 Springttedd—StabeHeapttal 6 years Baltimore BvOl-4 
-~@ d. page an tiled {If not in hospital, give street oddress) d. STREET ADDRESS e EAS 
>! field tate Hospital 606 N. Calvert St. aa 
3. NAME OF First Middle Lost 4. DATE Manth Day Year, 
DECEASED OF 
(yes erienon) Amos Brown Mader | DEATH 8 14 199 


5, SEX 6. COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED [1] 


8. DATE OF BIRTH a Perl (In oe JF UNDER 1 YEAR] IF UNDER 24 HRS. 
ast Biethday) | Moaph: 
male white |wwowen pg _oivorceo] | 2=18= 96 cE ee eaphs| Daye | Hours | Min, 


10a. USUAL OCCUPATION {Give kind af wark dane! 10b. KIND. oF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 


during mast af warking life, even if retired] 
Farmer & Laborer j fi ecient Vay Maryland U.S.A. 
14. MOTHER'S MAIDEN NAME 


13. FATHER'S NAME ) 


deceased Yiasbaoeire, é | deceased Yrrkyeceyee / 


¢ death. 


poset 


se remave carban papers. Pages 1 and 2 shauld be filed 


ie WAS. acins.'® EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
fas, 90, OF unknown) {IF yes, giva war or dates of vervice) 
no | none Locke Mader New Brunwick, New Jersey 
18, CAUSE OF DEATH [Enter only ane cause per line far (a), (b), and (c).] INTERVAL BETWEEN 
a PART |. DEATH WAS CAUSED BY: 
§ eS 7 IMMEDIATE CAUSE (a) to Liver Months. 
hz x DUE TO 

a : Bronchopneumonia days 
< Canditions, if any, which (b) 
E gove rise ta immediate 
a cause (a), stating the under- ( DUE TO 
4 lying cause last. Gl 
5 Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a}| 19. ae mh 

4 

bc renic reaction, paranoid type, long-standing, plus pulmonary No E 


20a. ACCIDENT WAS UNDERLYING [) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part II af item 1B.) 
OR CONTRIBUTING [9 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 
Hour a.m, While Nat while 
p.m. id jat work [] at wark [J 


21. | certify thot | attended the deceosed from. 2-12-57 119: 


Ses = _, 19.59 __, and thot deoth occurred at 


, ADDRESS (Street, city ar tawn, state) 
M.D. Oe é .S 


20e. PLACE OF INJURY (Hame, farm, ; 20f. (City ar tawn) 


State] 
factory, street, affice bldg., etc.) | a 


(County) 


MEDICAL CERTIFICATION 


ee A Ts , 1% that ! last sow the deceased 


*__M, from the causes ond on the dote stoted obove. 
DATE SIGNED. 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours 


the haspital ar attending physician. 
ECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral director, 


bad 


the registrar prior ta burial, crematian, ar removal, ond in any event within 72 hai 


page 3 shauld be detached for use as the buri 


zis PHYSICIAN'S 

eed NAME (Type) 

ed z eae BURIAL, CREMATION, ca THEREOF Zc. NAME OF CEMETERY OR CREMATORY 2 Ye, OP fawn, or cg) Z tote) 
> 3) ry 

232 “12-$9 | Gedo tte ia ef, 
& - 

re R'S SIGNATURE y, Ofg $ 2da. REC'D BY CHC i EGISTRAR'S SIGNATURE — 

VS A15 (4) 4 Cyd teeclle 2. 

15M 9/58 P ‘Sled DATEAUG 1 9 ‘59 Cftug £ Kane 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 () & 9 47 
8978 CERTIFICATE OF DEATH 


are 


Reg. Dist. No. 


~ ce 
3s $5 1, PLACE OF DEATH 2. USUAL RESIDENCE (Whexy deceosed lived. If institution: Residence before admission) 
5 
8 8 ©. COUNT a) ©. STATE }} b.county 7 Wy 
es: z Z MARYLAND 
De i ‘ gi MLLLEAAOL, 
£ 3* ol ° fimits, write |. ga OF STAY IN Ib © IY OR ISWN UF optide corporate limits, write RUMAybnd give SERENE 
g 5 5 AL afd dive moran 2) 
Phage o C. Cas Ya L-],s VWeeee 
P 3 - Lor nos oti n hospital, give street oddrest) TICSTREET ABORESS e 1S aL 
ES Gr Qk INSTITUTJO / ON A FARM? 
270 fi 
ag Heer Cael , A dg Pio ves) NO 
2 5 S 3. NAME OF "e ca f- QATE Month Day Year 
‘< = 
a 8s {Type or print) Stara 1 SF 
= 2 ype 9 
i nd ES 
ae S. SEX 6. tact He RACE ft MARRIED LY NEVER a ke ole. we OF BIRTH 1% & (in veo Hr UNDER 1 YEAR]IF UNDER 24 FAS. 
bee gs Doys Min. 
; oe eee SAPY ir on | 
SB orate ft 
2 e8. Too, USUAL aiatee IGive ‘ind BS work done] 10b, 3 ‘OF BUSINESS OR JNDUSTRY |11. BIRTHPLACE (Stole or 7 n ne 12. CITIZEN OF WHAT COUNTRY? 
Syd, 23 wis opking life, eves if retired} / f ) & A ; 
S Dev 
2 S85 NAME 14, SMQTHER'S MAIDEN, NAME 
S 283 is pO 
2 £85 ve ; an = Lhe? A Z 6 
9 Ye 
eS 8 3 15. WA or SECEASED EVER INU” S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT ‘Address = 
7 a Tes, coh6r unknown) give wor oF weence) dy % le 
© & - _ 
i tbe Y, 4-d-9) Lobe. 32 Mcchec 
2 £8 é i= 
So 2 ge 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (¢).} INTERVAL BETWEEN 
comes a5 PART I, DEATH WAS CAUSED BY: Nae 
2 ese 4 IMMEDIATE CAUSE (0! HYPERTENSIVE CARDIOVASCULAR DISEASE 2 
= tee LO OFS DUE TO 3 
= 
= ea Conditions, if ony, which rb} ARTERIOSCLEROTIC HEART DISEASE 
FS ()___A 
3 BES gove rise to immediote 
5 s8sc couse {0}, stoting the under. ( DUE TO 
oeesk lying couse lost. ©. 
Ee6 ae ine couse SENILITY 
3895" 3 Paar Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1lo}/19. WAS AUTOPSY 
2055 = 
re A O18 ves []_NO fq 
Fotne = [200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part I! of item 1B.) 
gSeet & ] OR CONTRIBUTING L] CAUSE OF DEATH 
Zeses & [UF EITHER, NOTIFY MEDICAL EXAMINER) 
Vo5ss & [20c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, fe {204 (City or town) (County) (Stote) 
e Sues y fo office bl M 
S58 es rat Hour. m. While Not while clory, street, office bldg... ete. 
zpEr§ 2 p.m. ot work [1] ot work C] Hf 
Byes 
3 Ee BS 21. | certify that | attended:the deceased from. _8/7, (59. $/59 , 19%__..,that | last sow the deceased 
a 2.2 
3 ie a oes alive on____ 8/8/55 de ee , and that death occurred ot 1GR0BRiom the causes and an the dote stated abave. 
Bre on > 
BE OSo , DATE SIGNED 
re CTUAL 
. 25 SIGNATURI le A ish 
wa 
zezes |! | lmgcaws se 
eeeas |_L NAME (Typel__WM.» Hp LAWSON. 2 == 
Baz° 2 [220. BURIAL, CREMATION, | 22). DATE THEREOF soaps ge Ze. DATE THEREOF | Z2c. NAME OF CEMETERY ae “isl 72d, LOCATION (City. Vi es ‘or county) (Stote) 
~S ot REMOVAL Specify] GL G 
ESL Ps S-il- Peli Bell) HM 
Egat 
4°3 des Sipsatuee= “ADDRESS 240. Ra oe BY REGISTRAR | 24, REGISTRAR'S SIGNATURE 


sorais ta OLS TIS ZG oaTEAUG 1 3 '59 Fban Sf 40 ue 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
8979 CERTIFICATE OF DEATH 05948 


coll 


~~ ¢ Reg. Dist. No. 
& 3 f ty TAKE OF DEATH 2 USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission) _/ 
2 o o b. COUNTY 
“42 Carroll MARYLAND Maryland Montgomery V 
=. 3 3 b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
8 s RURAL ond give neorest town) 
2 52 Sykesville 2yrs.limos s15days: Silver Spring 1s = 
6: 2 a. NAME OF HOSPITAL (lf not in hospital, give street oddress) ‘d. STREET ADDRESS e. is RESIDENCE 
ae Spr: etield State Hospital 212 Brewster Ave. yes (] NOS) 
pe 
= NAME OF First Middle Lost 4. DATE Month Day Year 
we DECEASED OF Ms 
2 (ype or print) Rhoda Knowles: Merriam bata «= August 17 1959 
5. SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 2. reese nies TYEAR| IF UNDER 24 HRS. 
~ Female White |wioowen ge oworceo) | June 18, 1882 ii wf 


Bare eye AE a 
Housewife: } 

13, FATHER'S NAME 

Benjamin Knowles: 


Rhoda Longshore 
15. WAS DECEASEDEVER IN U. S. ARMED FORCES? 
{Yet, ne, er unknown) | {IF yes, give war or dates of service) 


16. SOCIAL SECURITY NO. INFORMANT Address 
No 509-03~3457 Springfield Hospital Records 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond ().] 
PART 1. DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE (o]___ Bronehopneumonia. 


10b. KIND OF BUSINESS OR INDUSTRY 12. CITIZEN OF WHAT COUNTRY? 


U.S.Ae 


11. BIRTHPLACE (Stote or foreign country) 


Pennsylvania 


14. MOTHER'S MAIDEN NAME 


INTERVAL BETWEEN 
ONSET AND DEATH 


3 days. 


Then please remave carbon pape! 


is certificate has been signed by the attending physician and camplete) 


21. | certify that | attended the deceased from_April 2, —— F 187. to_August.17,.. 1959 that | last saw the deceased 
19.59, and that death accurred ot 8230_ 3, from the causes and an the date stated abave. 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haur; 


LEG PS DUE TO 
Conditions, if ony, which rm 
gove rise to immediote 
couse (0), stoting the under ( OUETO 
€ lying couse lost. e) 
Ae é #3 1, OTHER SIGNIFI chreeveby CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}|19. WAS AUTOPSY 
& =| C.B.Seassocewith cere rar arterios Glerosis with psychotic reaction, fe nel 
a rv) 
2 © ] 200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
£ & {OR CONTRIBUTING C1 CAUSE OF DEATH 
3 & | (F EITHER, NOTIFY MEDICAL EXAMINER) 
3 & [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED —|208. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
5 ro Pisus ern While Not while foctory, street, office bidg., etc.) | 
S = pom. 19 lot work [] ot work i 
4 
o 
2 
Fi 
= 


ECTOR: After 
page 3 shauld be detached far use as the burial-transit permit. 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


a ADDRESS (Street, city or town, stote) DATE SIGNED 
. <-— mo. Springfield Hospital __________-8/3.8/89__ 
= i 
ZZ ‘| |REREIS Ellis S. Margolin M.D.  Spkepy iia, Mea. oo ate See ee 
B38 720,BURIAL, CREMATION, | 22h. DATE THEREOF ‘2c. NAME OF CEMETERY OR GREMATORY 72d. LOCATION (City ,fown, or county) (Stote) 
a see” ag, LAS) Zepcheg Cent: | 
ane fra. FUNERAL DIRECTOR'S SIGNATURE -> ADDRESS he {f° 5 | 2ao. REC'D BY REG! ' 
me 2 mt See Oat Fen ff 2 E. owre NYG 2 45 
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4 
$38 
rene: 
ze sy 
Sa 
a 
S2tE 
£2u 
ea 
tas 
. .o 
be 
Soo 
ed 
35 
2ef 
= 8 
aoe 
Lee 
ee 
oa] 
g 
BES 
s- 0 
Ges 
gee 
£0 
Sg. 
7. % 
Res 
ea 
Bese 
Siok 
ofe 
stow 
Sis 
£28 
3.8 
See 
‘gD = 
ews 
gis 
ee 
Sec 
Ae 
So 
~se? 
vo 
ee 


or its designoted ogent, prior to buriol, cremation, or removol, ond in ony evel 


4 should b3 
TO FUNERAL DIRECTOR: Page 3 should be esed os © burial-tronsit permit. 


TO DEPUTY 
execule th 


VS. AISME 
5M 2/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ys949 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


a nace OF DEATH r= 2. USUAL RESIDENCE (Where deceased lived. If institution: 


OUNTY Carroll MUS o. STATE Maryland b. COUNTY 


b. CITY OR TOWN (11 cvtide corporate fimits, write RURAL if LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL fone give nearest town) 


Ronsot Tati 16 yrs. x Finksburg 


ON A FARM? 


yes No EF 


d. NAME OF HOSPITAL OR INSTITUTION {if not in hospitol, give street oddress) d. STREET ADDRESS Be RESIDENCE 


First 


Russell. Mller Beata August 


&. COLOR OR aa MARRIED PF] NEVER MARRIEO [-]| 8. DATE OF BIRTH 9. AGE lin yeors ics ed cal 24 HRS. 


White | winoweo E} —_oworceo | 9, /12/1900 —_ YM | cele |S 


100, USUAL OCCUPATION (Give kind of work done| 106. KINO OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Slote or foreign country) hz. CITIZEN OF WHAT COUNTRY? 
during most of warking life, even if retired) 


farmer Marf¥dend U.S.A. 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Thomas Ray Miller Grace Le Shilling 


15. WAS OECEASEO EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY | NO. ie INFORMANT Finksburg ‘Addrens = 


{Yea, no, eF unknown) [if yes, give war ot dates of service) 
| no 218-14-8698 | Mother Hlasiesinatar, RDI Gaubor _ 


18. CAUSE OF DEATH [Enter only one couse per line far (0), (b), ond (c).] INTERVAL BETWIEN 


ONSET AND DEAT 
7AM | OFATMEOIATE Cause (o) Gontluent bronchopneumonia, bilateral, with 
“T/ X DUE TO purulent tracheo-bronchitis 


Conditions, if any, which tb) 
Gove rise to immediote couse = 
{o), stoling the underlying DUE TO 
couse lost, | (o. 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO ) DEATH | BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION: GIVEN IN PART 1(0)/19. WAS AUTOP: 


PERFORMEO? 


yes Not} 


PRIMARY () ar CONTRIBUTING 
CAUSE OF DEATH. 


oc. TIME OF INJURY "Month. Day, Year 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 120. (City or tawn) (County) (Stole) 
Hour om. White Not while factory, street, office bidg., etc.) | 
pm. 19 fat work [J ot work ‘ 

21. U certify thot ! took chorge of the remoins described obove, held an Autopsy KK}, Inspection (J, Inquiry [}, ond in my 


opinion deoth regélted from: Noturo! couses [39. Accident (]. Suicide (1. Homicide [], Undetermined manner Ei] 


200. EXTERNAL CAUSE WAS a DESCRIBE HOW INJURY OCCURRED. {Enter noture af injury in Port lor Part 11 of Htem 18) 


MEDICAL CERTIFICATION 


DATE SIGNED 
Sowatore. = : g mp, CHIEF MEDICAL EXAMINER oO 


ASSISTANT MEDICAL EXAMINER [&) 8/15/59 
EXAMINER'S 
NAME (Type) _ We eS King, Urey MeDe ceruTymevicatexaMineRED r 
~~ |e. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or county) (State) 


Providence Cemetery ramber Carroll Co. Mie 


ADDRESS: 2da. REC'D BY REGISTRAR =| 24b. REGISTRAR'S SIGNATURE 


< 254 By Main St, Westminsternaiays 19 '59 Oathan §, Fine 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 & rf 
4 5900 
898i CERTIFICATE OF DEATH gecomee 


1, PLACE OF DEAT! 2. USUAL RESIDENCE (Where deceased lived. IF institution: Residence before odmission) 
0. COUNTY pereeys 3 0. STATE b. COUNTY 


fo La ili. ya AL, 
b. CITY OR TOWN (If ovtside corporote limits, write | c. oe OF ss: INT || 7 & CITY OR TOWN {iF oGhside corporate limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) = Yeaee 
ALM LOPES LOLA. Qed LAA DAL., as 


d. NAME OF HOSTAL (If not in hospio give street ee. ® az uF ADDRESS . e. IS RESIDENCE 
OR INSTITUTION, a of ON A FARM? 


ZF VERE Lf dz yes (] No J 
3. NAME OF i i a Za Aapave 
DECEASED QQ st nr et Doy WSF 
DEATH MO ie L6 . Se MDS 


{Type or print) 
"Ge mnt oo 
liars. | F Esai 


10e. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. ee E (Stéte or fareign Se 12. A432 OF WHAT COUNTRY? 


fring frost of workinglfe, even if retired) C. ae) bee CO, J. 


14, MOTHER'S MAIDEN NAME 2 
LM fa ae 4 2 Se 22. 


R IN U. S. ARMED FORCES? : Address “7 
IF ye, give wey or dates of : , 3 


a 


death. Page 4 
funeral directar, 


A 


& 


Rages 1 and 2 should be filed with 


Lita 


enya BETWEEN 
ON; 0 O 


PART t. DEATH WAS CAUSED By: 
IMMEDIATE CAUSE (0) 


DUE TO. 


Then please remave carbon pap 


Conditions, if ony, which 
gove rise to immediote 

cotse (0), stoting the under. ( OVETO 
lying couse lost, ta 


Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
—_ yes] No 


200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
OR CONTRISUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour 0. m. While Not while foctory, street, office bldg., eet $ 
p.m. 19 Jot work [J ot work [J 


21. | certify that | attended the deceased from._.. AeL7FZ, 93 Z_that | last saw the deceased 
alive on. f4Aty 42 Ed ----, andwthat déeth occurred dco. @ ‘om the causes and an the date ‘e) above. 


ESS (Street, city orftown, stote) ot 
pean fen ie fro ee oe 4. 9, 45 


raicAn's 1us" Chepko 


|_|rane teed _~ ULI > Che = 
‘220. BURIAL, CREMATION. Ee DATE THEREOF | |AME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, of caynty) = (Stote) 
Pov oy 52 Dy é , 
222,89 ti LALA i CLL Z pr alhe 


24a. REC'D SY REGISTRAR | 2b. REGISTRAR'S SIGNATURE 


TTENDING PHYSICIAN: The law requires that the decth certificate be executed within 24 ha 


MEDICAL CERTIFICATION 


the haspital ar attending physician. 
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page 3 shauld be detached far use as the burial-transit permit. 
the registrar priar ta burial, crematian. or remaval. and in any event within 72 haurs after deg} 


TO HOSPITAL, 
may be re 
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1 RYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 > 
898% MEDICAL EXAMINER'S CERTIFICATE OF DEATH vee om WlODOL 


es 
S mod 
£3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. IF Institution Residence before admission) 
= @. COUN 7) 4 ©. STATE 'b. COUNTY 
ae Ket g MARYLAND LL lt Lid ALA 
ae 3 b. CITY ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If funside corpordte limits, write RURAL ond give nearest town) 
oo 5 e 4 5 
«2 VP Wifes On 
: a . @, IS RESIDENCE 
3 x / ON A FARM? 
Bt & SEALS, ee (=A ae, é pb ht Fy wZ= 2 ves BNO ER 
BBs 5 A Fint ZB Middle Last 4 DATE Manth Doy Yeor 
Sana a eC . ae, 
ride type INAV IAL0) LD? GENE Mw RPH Ey | dam 1 WS! 
eee © 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED £f7e. DATE OF BIRTH.” 9 AGE ieee 
“Exe er 
mie “440, Vigo fn, \wivoweot] — oworeo O | WS UAE 2 4 Ay, & yn. 
Ban BE . USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State orfowign count 2. CITIZEN OF WHAT COUNTRY? 
Bye during most af working lite, even if retired) ‘5 , OY K 
55 of2 I OF APD fC ler =) °“f/ . 
Ber Ve 14, MOTHER'S MAIDEN NAME” z, 
g-2 4 P y 
5 
Beoe Lh CPPVI AL PG@Eit- “2 FIZ 
~ eee 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. ORMANT {/ Address ee 
Aa oe (Yes, no, or unknown) : Ws 7] 
gets —_ b« AAEM ALi bd, MVEA se! A, 
= 8 3 : 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] OusgT ANG BEART 
yore PART |. DEATH WAS CAUSED BY: 
See & IMMEDIATE CAUSE (0) f 
Boe > 
g22% i FAR DUE TO 
3f 2 M Conditions, if ony, which ( 
Po ise to immed 
zee {e), toting the vaderiying( DUE TO 
Bags cause lost, = (¢ 
Se souse Ten — 
oo. $ Fs Zz PART tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART Va) }19. WAS AUTOPSY 
2:2 8 fe) oe PERFORMED? 
as sO soo 
eh © | 200. EXTERNAL CAUSE WAS ‘20b. DESCRIBE HOW INJURY OCCURRED. (E injury i i 
SSS o = . 5 A . (Enter noture of injury in Port | or Port II of item 1B.) 
ae 2 = Core one Swimming near his home 
9 
o ga 3 2 3 20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED {20e. PLACE OF INJURY (Home, form, 120, (City or town) (County) {State} 
SeBa 66 Hour 9. m. While Nat while! 2| _foctory, street, office bldg., efc.) | , 
£225 3 P. 8-1 19_ 5 Qfot work [] ot work Farm - Pond inr.Westminster Carroll Md 
D> a . * . . 7 
gfz2 21. I certify that | taak charge of the remains described above, held an Autapsy [_], Inspection], Inquiry“64, and find that 
= 5 28 death resulted-fram: Natural causes [_], Accident Suicide [], Hamicide [[], Undetermined cause []. 
acl 
PRet 4 " DATE SIGNED 
= CHIEF MEDICAL EXAMINER [7] 
23 ASSISTANT MEDICAL EXAMINER [7] ¥ / St 
& é ; DEPUTY MEDICAL EXAMINER'S)” / 
Bf ‘2a. BURIAL CREMATION, [22b. DATE THEREOF ~ [22c. AME OF CEMETERY OR, CREMATORY- 2d. JOCATION (City, orcbunty) (tate) 
2 
58 REMOVAL (Specify) Z > Le 4, Z 
= Meteo tte S ALG ELA APL VALID IA LLC 


246. REC'D BY REGISTRAR ‘2db, REGISTRAR'S Sli > 
' Elatha. 
cfoare AUG 4 ‘59 7 


e 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physicion ond completely filled in by the funeral director, 


may be m4 


ms 
& 


ENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours, 


TO HOSPITAL 


cima 


| or attending physician. 


the hospi 


AIS (4) 
SM 9/SB 


w 


ok id STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 . 9 5 9 
z CERTIFICATE OF DEATH ohne 
th berrsen tit 2. Pers ascot Nd (Where deceased iss If institution: Residence before admission) 
Carroll MARYLAND Maryland Se Carroll 
b. Rundireraae Me pea ase limits, write | c. LENGTH OF STAY IN tb c. CITY OR TOWN (If autside corporate limits, write RURAL ond give et town) 
Sykesville l6yrs.3mos.19ays 27 Westminster 
d. NAME OF HOSPITAL {IF nat in hospital, give street address) d. STREET, ADDRESS e. 1S RESIDENCE 
Springfield State Hospital / None oN e re 
3. ee First Middle lost 4. bogs Manth Doy Yeor 
(Type or print) Winifred H. Patterson DEATH August 1, 19 59 
S. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED fs) B. DATE OF BIRTH 9 ASE Mie eo conor V YEAR| IF UNDER 24 HRS. 
Female White wioowen] __ovorceo ] | October 12, 1912 | Jeo om. jonths| Days | Hours | Min. 
Wa. We cee res pF soreiore 0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
riter - Maryland U.S.A. 
13. FATHER'S NAME 34, MOTHER'S MAIDEN NAME 
} Unknoewr Rev. Richard 5.Patterson Inknown Clara Elizabeth Shwartz 
Yi t pgp iets TE Ale iawn lacie Ss 16. SOCIAL SECURITY NO. INFORMANT Address 
“Wo es - Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line far (a), (b), ond (c}.] 


cages 
PART |. DEATH WAS CAUSED BY. : 
“IMMEDIATE CAUSE (o}, Paralytic ileus: Bays 
ee. DUE TO 


any, which »__Localized peritonitis about the ileostomy | Days: 


Conditions, 
gove rise ta immediate 
couse (0), stating the under: ( OUE TO 


iyinpieo uss o—Uleerative colitis: | Months 


4 B Past Il. OTHER Scan CONDITIONS CONTRIBUTING TO DEATH BUT NOT,RELATED TO TRE TEI chicas Se OND TTICY GIVEN IN PART I(o)]19. WAS AUTOPSY 
i - ochiz by eaction arano: ° 

z ronchopne umnonLa» f Opa enic r »?P yp ves) NOX) 
= [200. ACCIDENT WAS UNDERLYING [1 ]20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Part | or Port Il of item 1B.) 

& | OR CONTRIBUTING LC] CAUSE OF DEATH 

& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

& [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20f. (City or town) (County) (Stote} 
6 Hour o, m. While Not while factory, street, office bldg., etc.) ! 

2 p.m. 19 Jot work [] of work 1 


PHYSICIAN'S BS) Maryland 
NAWE Cpe ee Satie 
220. BURIAL, CREMATION, | 22b, DATE THEREOF Ze. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, fown, or county) (State) 
REMOVAL (Specify) 
Buria 6 9 Rverrreen em yaa’ ysburg, Penna 
23-FUNERAL DIRECTOR'S SIGNATURE, DOPES 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Q. (5.0 ule Ae lm Fe, oon G12 39 Cite £ 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 8953 
8984 CERTIFICATE OF DEATH sci ata 


Le mer od 2 seh ia {Where deceased lived. If institution: Residence before admission) 
Ss = 
° Carroll MARYLAND Maryland b. COUNTY Prince George's 


b. CITY OR TOWN (If outside corporote limits, write [ c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neares! town) 


RURAL ond give nearest town) : fi 
Sykesville lyrs.3mos Sdays Takoma Park 12 A ae 
d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 

OR fnePic ON A FARM? 


Springfield Stete Hospital 412 Lincoln Ave. ves) NOR 


ry ee First Middle Last 4 fie Month ‘s” Yeor 
(Type or print) Olive Herndon Payne DEATH August 18, 49 59 
5. SEX 6. COLOR OR RACE | 7. MARRIED [L] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


{ 
; ; fost pythdoy) 5 [pHetrs |i 
Pemale | White  |woowe%  ovorceog) | June 23, 1893 pe | ere boar [rset ly 


death. Page 4 


e 


ES 
3 
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8 
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3 
Oo 
a) 
e 
3 


ye. 
10a. USUAL OCCUPATION (Give kind of work ms KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
a f - Maryland U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Unknown Unknown 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
(Yes, no, or unknown) (IE yas, give wor or datas of service) a $ 
| Springfield Hospital Records 


No 


18. CAUSE OF DEATH [Enter only one couse per line for (0), {b), ond (c).} INTERVAL BETWEEN 
DART DEATH was CAUSED EY, Pulmonary tuberculosis, far advanced, active Years 


y 


Then please remave carban 


DUE TO 3 


Conditions, if ony, which w Cerebral arteriosclerosis Years 
gove rise to immediote | 


couse (0), stoting the under. ( CUE TO 
Sino eaviestost ©) 


Ml. i 9. WAS AUTOPSY 
CoBsSeaBBOCeWLEN CLP Cy die be pete CULE DYaL Pee PLES ULEP ESTO ALOR ON NPAT IO): Re RMED? 

psychotic reaction, __ yes] No 
200. ACCIDENT WAS UNDERLYING 1) 20b, DESCRI8E HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 18.) 


‘OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stole) 
Hour 0. m. While ‘Not white: foctory, street, office bldg., etc.) | 
Ww 
p.m. ot work [[] of work [7] ' 
21. | certify that | attended the deceased fram May._13, 


alive on_August_18, , 1227 ___, and that death accurred a3 3PM, fram the causes and an the date stated abave. 


2. Ri: j} ~— a . ADDRESS (Street, city or town, stote) DATE SIGNED 
Lee Pt ey d g fl. -—— mo. ___ Springfield State Hospital ___8/19/59. 
TARSIANS = Ellis S. Margolin,/ M.D, Sykesville, Maryland 


‘220. BURIAL, CREMATION, | 220. DATE THEREOF Zc. NAME OF CEMETERY OR,CREMATORY 224, LOCATION town, or county) 
REMOVAL {Spacify) = . 


Didicae. 7. ALAA? 
23. i: DIRECTOR'S aie ADDRESS Bao. REC'D BY REGISTRAR | 24b, REGISTRARS S{GNATURE 
at a 


eter, Dyan tttin— L ANG 21 '59 ClAbun & Fiame 


MEDICAL CERTIFICATION 
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may be retamed by the hospital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and 


page 3 shauld be detached far use os the burial-transit permit. 
the registrar prior ta burial, crematian, ar remaval, and in any event within 72 haurs after d 


TO HOSPITA' 


< 


S AIS (4) 
5M 9/58 


(954 


RK ¢ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
8985 CERTIFICATE OF DEATH 


- . Reg. Dist. No. 
pa a / 1. PLAGE OF DEA 12 | 2, USUAL RESIDENCE (Where deceased lived. I institution: Residence before admission) 
Seats La } Le AND ae ts b. COUNTY Vf 
Seb Ml Vit a iol Zhi Be» 
£3 ; c. LENGTH OF STAY IN Tb c. CITY OR TOWN (IL outside corporote limits, write RURAL ond give neorest town) 

2 i ¢ 
3 8 : Wy, 
aa D*tylge te! Xx (tet COCA ML 
3 4. NAME OF HOSPITAL [If not in hospitol, give sireet cara y di. STREET ADORESS @. IS RESIDENCE 
ro OR INSTITETION , 2 ON A FARM? 
2 ves 1] NO 
5 
8 

5 3. NAME OF First Middl 4. DATE Y 
3 DECEASED i or. See b's Aight. Doy cor ee 
a: (Type or print) & dD VA ff 2 ? 2 DEATH Mths 
= 5. SEX 4 COLOR OR RACE |7. “MARRIED JR] NEVER MARRIED [1] |. wy “OF BIRTH 9. AGE (In yeors 
= : 1 lost bighdoy] a 

WY; /, |wipoweo [] Divorced [] | th, £. 3 4 yn. 


100. USUAL OCCUPATION (Give Fe of work done] 10b. KIND OF BUSINESS OR INDUSTRY i: BIRTHPLACE (Stote oF foreign country) 12. CITIZEN OF WHAT COUNTRY? 


vringiinast-of working lifeyeven if retired) rh ; 
itis vane hela) ais Le. Me. I 
13. FATHERS NAM 14. MOTHER'S MAIDEN NAME 
WHIZZ re AZZ 5 EC 


I 1S. WAS. Aare NI LS ARMED | rence Tie. os SECURITY NO. }17. Reon Address ee 
{Yer. #0, oF val 5 Ui yes, give wor or dates of reevice) / ae f 5 
IZ/S§- 30-4 9 > Lids £4 O¢; beached Sef « 


rs ofter death. 


tificate has been signed by the ottending physicion ond campletely filled in b: 


18. CAUSE OF DEATH = ‘only one couse per line for (0). (b). and aes, v7 4 INTERVAL BETWEEN. 
PART |. DEATH WAS CAUSED BY: / = 
IMMEDIATE CAUSE (o] Luan bored j. nter..687 CLrv2d 


DUE TO . 


aryhcanien rf igre é. 
F ; 
° immediote DUE TO { [é} 


couse (0), stoting the under- 
lying couse lost. c) 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. WAS AUTOPSY 


PERFORMED? 
ves] Not] 
20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port ar Part Il of item 18.) 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, mm 120k (City oF town) (County) {Stote) 
Hour 9, m, While Not while foctory, street, office bldg., etc.) 
p.m. 19 fot work (] of work [J H 


21. | certify thot Paitenged the deceased from.________-. ee eae Ww F, 108 ae 2 Ae be , 19:27 thot | last sow the deceased 


alive on Sie; and that ries aceurred arZi4s7 om, ‘om the causes and on the dote stated abave. 
ADDRESS (Street, city or town, stote DATE SIGNED 
fas 
PHYSICIAN'S. 


Ged bh ST. 
t 5 

NAME (Type) 77) #Y AF A LA £7 SY, f a 7 2 i, ea : 

No. Pal e DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, of county) (Stote) 

O pacify! y 2 ; “ 

5 MMailetaeclle Meayleera, till bu Zit 


, SSy = Qha. REC'D BYREGISTRAR | Zab. REGISTRAR’S S| RE 
Fee 7b ae Yj heovble. WL, DATE RUG 3 38 5 a 


thot the death certificate be executed wi 


jires 


is cer! 
page 3 should be detoched for use os the buriol-transit permit. Then please remove carbon popers. Poges ] and 2 should be filed with 


the registrar prior to burial, cremotion, or removal, ond in ony event within Z; 
MEDICAL CERTIFICATION 


After thi 


TENDING PHYSICIAN: The law requ 
the hospital or ottending physicion. 


‘OR: 


ACTUAL 
SIGNATURI 
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may be reto 
TO FUNERAL 


TO HOSPITAL O 


death. Page 4 


te be executed within 24 haurs co! 


ENDING PHYSICIAN: a low requires that the death cert 


the haspitol ar 


tad 


funeral directar, 
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a nding physician. 
R: After this certificate has been signed by the attendi 


hysician and campletely 
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TO HOSPITAL 


VS AIS (4) 


may be reta 
TO FUNERAL 


uld be filed with 


Pages I and 


Then please remave carban papers. 


Page 3 shauld be detached far use as the burial-transit permit. 
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AARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 coil t 
CERTIFICATE OF DEATH vee par nUO999 


A tise RESIDENCE (Where deceased lived. If institution, Residence before admission) 
b. COUNTY, y 
CPliAnlzuaes LLALA 
= oe CITY OR TOWNs ff outside corporate limits, write RURAL ond give nearest town) 


Al 
ZEA HLA 


,» d, STREET ADDRESS d = e. IS RESIDENCE 
f f = ON A FARM?, 
Ly V7, , yes] no &}— 


Middle Last 4. DATE onth Day Year 


Meee, IZ ELUN” Mp Fave |i  Z tee 4 


; ; 9. AGE (Ii PUNDER 1 YEAR[IF UNDER 24 HBS. 
S. Ss y 6. WE, OR 7. MARRIED FT NEVER MARRIED. (al B. D, JE OF BIRTH ee Fy mie oon 
Lizte1 weet were | ie pe las aiid 


J. USUAL OCCUPATION (Give (hd a work Sl 10b. KIND OF BUSINESS OR INDUSTR: 12. CITIZEN OF WHAT COUNTRY? 


PY) goes rt life, LL A e3 ? 


7a le DE pase ever IN U, Z. “ARMED Brot | 16. cara ae NO. Ee bn 2S 
(er, no. of Lb cia Uf yes, give wor oF dates of service! 
aaa 42 QLLLMLA 


1B. CAUSE OF DEATH [Enter only one couse per {i oie (0). (6), ond (¢).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
. IMMEDIATE CAUSE (0! 


894 


1. PLACE OF D 
©. COUNTY, 


MARYLAND: 
¢. LENGTH OF STAY IN 1b 


SD 4}2- 


d. NAME OF HOSPITAL {if not in hoxpitol, give street oddress) 
OR INSTITUTION 


b. CITY OR TOWN (IF outside: corporote limits, write 
RURAL ond give neorest town) 


ter death. 


DUE TO 


“ 
g 
€ 
£ 
7 
<3 
$s 
: 
FA 7 
> Conditions, if ony, which rn 
5 gove rise to immediate 
a cot'se (0), stoting the under: ( CUETO 
12 lying couse lost. iG} ake eee OO 
4 3 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
3 Q SS SS 
8 3 < yes] No 
© = | 200. ACCIDENT WAS UNDERLYING [1 ]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 
S & {OR CONTRIBUTING L] CAUSE OF DEATH 
5 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
> 2 
5 & [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 120. (City of town) (County) (Stote) 
i] S$ Hour 0. m. é While Not while foctory, street, office bldg., etc.) | 
5 = p.m. lot work [] of work [J ‘ 
§ = 
= 21. I certify, that | attended the deceased fram._. rere a WIL, to Likt =f ., 14 Zahat | fast saw the deceased 
3 alive on_lA ACH, 19. aC F -. and thadeath occurred oll, 307, from the causes and an the date stated above. 
- : f APORESS (Street, city ar town, stote) DATE SIGNED 
a ACTUAL 2 7 
& sienatune (A ft ay — | 7 ea os hoe ALM MA Atttcdntutt A betel LIS ted 51191 r 
5 PHYSICIAN'S 
5 NAME (Type), 
‘oe 
< 
° 
= 


220. BURIAL, CREMATION, | 27b. DAI 2) PCATION (City, town, or county) 
REMOVAL rg 
bub LALLA LG Ah fe! 


Ab BY REGISTRAR T 200! aC rar NATURE 
bate AIG 1 2 '59 Cttun § Kins 


a 
— 


Vs 


funerol director, 
Id be fifed with 


, er death. Poge 4 


Poges | ond 2 shou 
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the registror priar to burial. crematian. or removal, ond in ony event within 72 hours after_death. 


poge 3 shauld be detached for use as the burial-tronsi! permit. 


TO HOSPIT, 
moy be re! 
TO FUNERAL 


VS Al5 (4) 
15M 9/5S 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 i) iY 
8948 CERTIFICATE OF DEATH iy Seite 


1, PLACE OF DEATH 2. SUA cere nice (Where deceased lived. If institution: Residence before admission) 


. COUNTY he g Ue b/COUNTY 
C CNL SENS LLLALLY Z, 


LLL, 
b. site Up (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If oyfside corporote limits, write RURAL ond give nearest town} 
“onda “oF : rf 


d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS >» e. tS RESIDENCE 
OR INSTITUTION i yy by 5 ON A FARM? 
IA Lil te. V¥ og Y e_. a EL, ; CO yes C] No EJ— 
ath 


— 
3. NAME Oi 4, DATE Day Yeor 


q First Middle —— ton, 
Bios in SILL Ze KEESE \tiw (Big. 72 953 


5. SEX 7 is 7. A A s, 
st ] 6 See tea MARRIED [[] NEVER MARRIED [J ‘OF BIRTH . 9. iepeemenit 
SALEEE 4 wivoweo By“ _—oivorceo 1} | PSE Vy Ae Ag y. 33 Ey yrs, 
o 7A 


VOg! USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY M1. yy {Stole or foreign coun 12. CITIZEN OF WHAT COUNTRY? 
; ? ; 


dying most of working life, everyif retired 
lyting working life, ) fe 

DD tRQ4 =f; : : CAML Cy: 
13. FATHERY a 14. “L MAIDEN NAME 


iy g . 
LL) LLikAt tid 
15. WAS DECEASEDEVERAN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT 
(Yes, 90, oF unknown} ft yes, give war or dates of service) <a 
— MEDEA £01k ee ae Z 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (c}.] INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED 8Y: ONSET AND DEATH 
IMMEDIATE CAUSE (0) 
AX DUE TO 


Conditions, if ony, which (o 
gove rise to immediote 
cotse (0), stoting the under 
tying couse lost. 
Part II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 


PERFORMED? 
ves [} NO fd 


22 


20a. ACCIDENT WAS UNDERLYING (1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port f or Port II of item 18.) 
‘OR CONTRIBUTING E] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INSURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) {County) (Stote) 
Hour 0. m. Wi Not wl foctory, street, office bldg., etc.) ! 
p.m. 19 Jot work [7] ot work [J 4 


21. I certify that | attended the deceased from,__8, 19 as, eago/ set's ----» 19____.,that I last saw the deceased 


alive an Wee. ;-1 and that deatloccurred at 4s 30 daitetram the causes and on the date stated abave, 
ra / ADDRESS (Street, city or town, stote) DATE SIGNED 


MEDICAL CERTIFICATION, 


NANCitina _M.C.Porterfield,ms9. 


‘Zo. BURIAL, CREMATION, | 22b,DATE THEREOF Re. IE OP CEMETERY Cor gle 22d LOCATION (City, town, or cgunty) 2 
REMOVAL (Specify) ; A. x y , g Z A f 
Deal ES LOG Ahhtey Vtv ph fp Voll ittgulie 


23.-FUNERAL DIRECTOR'S SIGN: R = _ADDRESS Kuo. REC'D BY REGISTRAR” | 24b. REGISTRAR'S SIGNATURE 
SES Dipti ik lpiamebc, Dilertl tec ome WETTER Pha 


a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 $957 
8986" 00907 
3 CERTIFICATE OF DEATH 


Reg. Dist. No. 


1. PLACE OF DEATH a 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before edmission) 


OMCOUNTY CAR ROLL maRY RO °. MARYLAND b. COUNTY is * 


ae MAR Canta Ror | fam _Augest 30 1959 
S. SEX 6. wh Hy RACE | 7. MARRIED [] NEVER MARRIED [} 
Fema dk WIDOWED JR bivorced [] 


NWO. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY 
during E7er of er ey even if retired) 


= 
m5 
a 
2 
ts 
: 3 b. Sy a oe Towa (lf ooh org limits, write | c. LENGTH OF STAY IN 1b . CITY OR TOWN {If outside: cgrporats limits, write RURAL ond give nese town) 
cnlTigenanesalineen) aed 
3 is SYKEvillé (7 months DRun-PHEK SYol, 
be. d. Se name {IF nat in hospital, give street address) d. STREET ADDRESS. e. Tig RESIDENCE 
o> SPRINGFIELD STATE 6706 Bostow Avenue ves CF] NO 
5 |. NAME OF First Middle Lost 4. DATE Month Doy Year 
3 
a 
A] 
2 


8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdoy) [Months] Doys | Hours] Min. 


5-30 - 90 a8 


11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Maryland u.S,A. 


14. MOTHER'S MAIDEN NAME 


MARY Me CORMICK 
HospiTAl Record s 


d campletely filled in by the funeral dir 


13. FATHER'S NAME 


EDWARD) THOMPSON 


15. WAS DECEASED EVER IN U. S, ARMED FORCES? |16. SOCIAL SECURITY NO. 


{Yex, 90, or unknown) | UF yer, give wor or dates of rervice) 


INFORMANT 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] 7 
| mista, Conowany occlu sion 
20,0 DUE TO . ‘ ‘ = 
Condipins Mere «kien is ARTERIOSC le RoTic HEART DISEASE | YEAR $ 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remov, 


gove rise to immediote DUE TO . 
couse (0), stating the under- pes = 
lying couse lost. (6) BRone Ho PNEY Mon tA Dae 
4 Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. WAS 
x yes BY NOT] 


200. ACCIDENT WAS UNDERLYING [7 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il af item 1B.) 
‘OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


[20c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, form, | 20f. (City or town) {County) {Stote) 
Hour it i foctory. street, office bid; ated | 
While Not while oY? 2 
W fot work [J ot work [7] 


21. | certify that | attended the deceased from_3 1B. - 19%.__,that | last saw the deceased 
Ks] aan = ae ea eae Se ae plete , and that death accurred ath scQAM, fram the causes and an the date stated abave. 


Lg s i cae eet, city, or town, stote) DATE SIGNED 
SONATURE a e 3 Pokugy MOD. . wu Pl. og Hesy 


MEDICAL CERTIFICATION, 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 ho 


y the haspital or ottending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physici 


the registrar priar ta burial, cremation, ar remaval, ond in any event within 72 ho 


page 3 shauld be detached for use os the buriol-transit permit. 


g 


zs mami RiTA S GLAHN SPRinGe, StATE HOSP 
Fa 3 220. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, ar county) (Stote) 

Sox emai (Specify) 

a Septe2, 1959 _tiew Baltimore, i 

2 2G, FUNERAL "RECTOR S SIGNATURE ADDRESS rey, Dao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

Se aS = X/, Mh. WYlearrY'x tod SCS. Y ( ‘elbrietl es pate SEP 1 59 Ontton & Mar 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


3987 CERTIFICATE OF DEATH US958 


Item 9 FilmG248 9-1 beieic alae 


os ne ESIDENCE (HOME) OF DECEASED 
pati Zand is MARYLAND 


Lipty dpivMeinn Ol ebnerinne 
CITY — {if outside corporete limits, write RURAL LENGTH OF STAY CitY es outside ¢érporal: ts, writa RURAL end give naarest town} 
On and Ly earast town); L {in this plece) I; oie = a eS 4 
Li wth by bee Pid) Le 
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- 
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3 
7. 
3 
‘a 
e 
£ 
3 
° 
= 
Nn 
nN 
1E: 
Pa 
z 
. 
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3 
ey 
i 
oe 
= 
£ 


HOSATAL Of AODHEs ZL: tural give Teeation) ie 
7, INSTITUTION OR 
(a) SrReer ADoRes FEA Vee Nan 4 VE View Fo hee SS TF £ ‘ 


NAME OF Se Vn a CIMA) 2 i) = |e “DATE [Monthy Dey) eer) 
{Type or Print) Suvi Vise Re Fina. Trued: ve 7 Beara iyi/ 5 3a ” VF 


5. SEX 6. COLOR OR 7. SINGLE, MARRIED, IF UNDER | YEAR _|IF UNDER 24 HRS. 
4 F RACE’ _— WIDOWED, DIVORCED, Months Days Hours | Min. 
hy al, Li | 


B. DATE ois BIRTH 9. AGE last birthdey 
Westy ag Co Now Aye IESE YF 90 ». 
102, USUAL OCCUPATION (Giva kind of work 


10b. KIND OF BUSINESS Ti, BIRTHPLACE (Stata oF Fereloa' country) 12. CITIZEN OF WHAT 
done re, of working lifo, even if ra oR pO p poper i D | COUNTRY? 
retired) (Aho fi Fe IC4 00); LF besa bli ) 4Si43 
pagent NAME vey ‘4. MOTHER'S MAIDEN NAME 

Biuclrew True) er df Sarnk mMoul 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT & ADDRESS: “Wt? § F Pt 7 76 t 7 a 
(Yas, ngy orink,) | (IF Yas, glve wor or dotes of sarvice) 
“WC An rolad Fina Aly Lt bina ley VALE 
INTERVAL BETWEEN 


~~ 18- MEDIGAL CERTIFICATION 
ONSET AND DEATH 


be executed within 24 hours 


\d in by the funeral director, the third copy of this 


13. 


I Ribas OR CONDITIONS DIRECTLY LEADING TO DEATH 


INSTRUCTIONS 


TO ATTENDING PHYSICIAN OR HOSPITAL: The law requires that the death 


IMMEDIATE CAUSE {A) 


ANTECEDENT CAUSE(S) DUE TO 
DISEASES OR CONDITIONS, IF ANY, (8) 
GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST. DUE TO 
{ 
TT OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH, 


a 


4 19@, DATE OF OPERATION 1W9b, MAJOR FINDINGS OF OPERATION. 20. AUTOPSY? 

, iN i 

0 ae © ves [] NO 
Bie. ACCIDENT WAS UNDE Zib. PLACE (Home, form, factory, Zie. WHERE DID INJURY OCCUR? (City or town) (County) (rete) 
‘OR CONTRIBI 1] CAUSE OF DEAT! OF INJURY street, office bido...ete).—__. a 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 
21d, TIME OF INJURY (Month) {Day} (Yaar) (Hour) | 2le. INJURY OCCURRED 
———<— 


While Not while 
M. | at work aywork al 


21f. HOW DID INJURY OCCUR? 


embly should be detached for use as a burial transit permit. 


certificate has been executed by the attending physician and completely 


The bottom copy may be retained by the hospital or attending physician, 


TO FUNERAL DIRECTOR: The [aw requires that the death certificate be filed 


Ha Nnovie% Norinco. 


'S SIGNATURE CO 


YyerkK Road Gem. 


afer 'S JEN 2s. PT RAL PIE CTOR 
ar, oS) 
Zé pe 


Orit £ foams 4 2 Higa fp Webepyuely Jud. 


$ 
: 
2 
; / 
= 3 are ADDRESS (Street, city, town, stete) DATE SIGHED 
=e oie Se rep fs ; 
8x M.D. BM|MESTEAD (OAR 2 wt 
£77] 23. ei We NAME OF CEMETERY OR TREMATORY , LOCATION (City, town, or county) {Steta) 
33 
3 
a 
> 


24, REC'D BY REGISTRAR 


¢ 


TO FUNERAL DIRECTOR: After this certificote has been signed by the attending physician and campletely filled in by tfc funeral director, 


TO HOSPITAL 


ame 


death. Page 4 


TENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hau! 


rr) 
2 
> 
3 
< 
n 
72 
€ 
o 
3 
D> 
5 
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page 3 shauld be detached far use as the burial-transit permit Then please remave carban papers. 


may be retained by the haspital ar attending physician. 


SAIS (4) 
5M 9/SB 


ent within 72 haurs after death. 


— 


the registrar priar to burial, cremation, ar removal, and i 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 &< + 
8988 CERTIFICATE OF DEATH US9d9 


Reg. Dist. No. 
2 Ha ae 2. PS at apeIraNce (Where deceased lived. If institution: Residence before admission) 
‘aa a b. COUNTY 
Carroll MARYLAND Maryland 
b. CITY OR TOWN (If outside corporate limits, write c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest tawn) 
RURAL and give nearest ri 
Sykesville, Md. 14 days Hagerstown /o: 
d. DAE SE pease {IF not in haspital, give street address) d. STREET ADDRESS e beg 03 
pringfield State Hospital 21 Jefferson St. ves C] NOK] 
a bags es First Middle Lost 4 tel’ Month ODay Year 
(peer pei JULIAN ROBERT SANTMYERS | oveatw August 13 1959 
S$. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED Oo B. DATE OF 8IRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthday) Min. 
Male White — |wivowen pivorce (] 7-12-1888 Walt ers. Peel: ee 


10a. ee ecules ee kind = ae OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
luring mast af warking life, even if retire cy ; Ke 7 , 


Car Oller Maryland U.S.A. 


13. TINE = VA SIWTYWERS. V4. Hae, Zz. ; 775) THA M 


1S. WAS DECEASEDEVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
(Yes, no, oF unknown] l UF yea, give war or dates of service) 


No OLN ca ha be Records, Springfield State Hospital 


18. CAUSE OF DEATH [Enter only ane cause per line for (a), (b). and (c)-] INTERVAL BETWEEN 


PART |. DEATH Was CaustoaY., Arteriosclerotic heart disease ears 
DUE TO 
Conditions, if any, which t__ Bronchopnewnonia Days 


gave rise to immediate 
cause (a), stating the under: (| OUE TO 
lying couse last. {) 


a Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1{a)|19. Rese pee” 
< cur oeis brain syndrome assoc. with senile brain disease, with psychoti ver no 
3 200. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part 1 or Part {1 of item 18.) 

i OR CONTRIBUTING CJ CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

& |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
Fay Hour a.m. While ‘Nat while; factory, street, office bldg. etc.) | 

3 p.m. at work i 


; ? ‘ ADDRESS (Street, city or town, state) DATE SIGNED 
ttn lhcb hago vo....... Springfield State Hospital. 8-13-59. 
Namttyes Ellis S. Margolin,“M. Ds Sykesville, Maryland 


‘24b. REGISTRAR'S SI. 
thu 


Pease 


22a. BURIAL, CREMATION, | 22b. DATE_TI EOF 
VAL (Spechty) i, 7 
VS 
23. FUNERAL DIRI ‘QR'S SIGNATURE 


om 


essary, please exe- 
Page 4 should be 


) 


° 


‘ond 3 to the funeral d 
gistrar prior ta burial, cremation, 


oe your files. 


with the 
eg 


1f any dele 


File poges 1 and 


¢ alang with farm PM3. Page 5 may be re} 


in pencil in Item 18. Give Pages 1, 2, 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. 


AL EXAMINER: This certificate should be executed within 24 hours after death. 


ite, writing the word “pending” 


forwarded to the Chief Medical Examiner's Offic 


or removal. 


TO DEPUT 
cute the 


VS. AISME(5) 
5M 9/55 


398 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ; 
989 MEDICAL EXAMINER'S CERTIFICATE OF DEATH. 15960) 
}, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Inslitulion: Residence before admission) 


«. COUNTY 
MARYLAND oe Sf re ev lna b. COUNTY 


¢, LENGTH OF STAY IN 1b ¢. CITY Of TOWN (IF outside corporate limits, write RURAL ond give nearest town) 
LY 2M 18D 


b, CITY OR TOWN (tt outside corporate limits, write RURAL 
‘ond give necrest tows) 


R » 


2YO/-&h 


s1 @ more y 
|E OF HOSPITAL OR INSTITUTION (If nat in haspital, give streat address) d, STREET ADDRESS o: 18 RESIDENCE 
ee (i yes] NOG 
3. N oF First « >Middle Lost 4. DATE Month Da: Ye ‘ 
‘DECEASED Nicolina™” Hilde OF J as 
ee! biiek: rm erano we. 8 15 19 59 
6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED $e] 8. DATE OF BIRTH 9. AGE (in yeon | IFUNDER VYEAR| IF UNDER 24 HRS. 
tout birthdoy) ° Da Min, 
ibs hin Thite wibowep [) DivorceD [) ass me g yw. | 9 
Wa, USUAL OCCUPATION {Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) : 
iM ary Labo U.Sehe 


None 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Max armela Raimond 


O ore Sera 

15. WAS DECEA: R I i. § . INFORMA! 

woe frase a oer oateaererees 16. SOCIAL SECURITY NO, | 17. (NT Address 5318 Cordelia Ave * 
none M and Mrs, V Q ano Balto Mg 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), and ©) | nA oat 
PART |. DEATH WAS CAUSED BY: + 
, IMMEDIATE CAUSE (0) Sub-Dural Hematona lt days 
. DUE TO 
ons, if ony, which tatic Bronchopneumonia: 1 day 
to immediate cause 
{0), stoting the underlying( OVE TO 
cove tol. = o. 
g PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Va)|19, STA ic 
MI 
ec PER 
$ hton ain Syndrone assoc, with Convulsive Disorder h_psychotie [Ys oO 
= tee ‘ 
is ria B Jor CONTRIBUTING o 20b, DESCRIBE HOW INJURY OCCURRED. {Enler nature of injury in Part 1 of Part Il af item 1B.) reaction 
a : all during convuksive seizure 
i a eee 
& ]20c. TIME OF INJURY “Month, Day, Year —[20d. INJURY OCCURRED [20e. Pace OF nuury pee in 1 20F. (City or town) {Caunty) (State) 
fay Hour Cason While Nat while‘ factory, street, office bldg., etc.) | 
2 Oem Sa) 4-5919 — Jotwar ) otwork Bilhospital i Sykesville Carroll Md. 


21. L certify that [ took charge of the remains described above, held an Autopsy J, Inspection [_], Inquiry [1], and find that 
death resulted from: Natural causes 0. Accident Suicide oO. Homicide im Undetermined cause 0. 


cTva DATE SIGNED 
aces inp, CHIEF MEDICAL EXAMINER [] 
ASSISTANT MEDICAL EXAMINER [_] 
Name t Jameg T. Marsh, M.D. DEPUTY MEDICAL EXAMINER 
Tie. BURIAL CREMATION, [22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Tad. LOCATION (City, town, or county) Glote) 


‘Burial ” | 8/19/59 New Cathedral Cem. Balto., Md. 


24a, REC'D BY REGISTRAR =| 24b. REGISTRAR'S SIGNATURE 


pate AUG 1 9 '59 Chitten & Maw 


e 


TO FUNERAL DIRECTOR: After this certificate hos been signed by the ottending physician ond completely filled in by tnefunerol directo 


= 


TENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 ho 


& TO HOSPITA! 


5) 


deoth. Poge 4 


> 


| or ottending physicion. 


‘by the hospi: 


moy be ret 


w= 


2a 


fil 


Poges 1 ond 2 shau 


Then pleose remove carbon popers. 


poge 3 should be detoched for use os the buriol-tronsit permit. 


= 


5B 


BY = eal STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 U 8 9 6 * 
8980 CERTIFICATE OF DEATH sige 7 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If inslitutian: Residence befare admissian) 
a Carroll marviano |) ° STE Morvand S- COUNTY Montgomery “ 
Mi ‘ b. ian OR ce. Air ees limits, write c. LENGTH OF STAY IN 1b c. CITY OR TOWN (if autside corporate limits, write RURAL and give nearest fawn) 
: ‘Sykesviiiie 1mos.17days Silver Spring / : 
d. pane OF HOSETAL {If nat in hospital, give street address) d. STREET ADDRESS e. See ge 
ols 3p ringfield State Hospital 10136 Dallas Avenue Yes (] NOX] 
3. ios First Middle Lost 4 Paks Month Day Yeor 
(Type or print) Willian Henry Simons DEATH August 20, 19 59 


5, SEX 6. COLOR OR RACE [7. MARRIED RE] NEVER MARRIED [-] | 8. DATE OF BIRTH 
Male White wivoweo[] —ooworceo tl] | July 25, 1900 
10a. rele OCCUPATION (Gre kind a Brkcone 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar fareign country) 
uri mas warkit life, Ver if retire 
oultry Deal cen Buel teas Washington D.C. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
John Thomas Simons: MaNQOOQORNaSSEK MARY VIRGINIA RUSSELL 
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
{Yes, 19, 9F unknown) te ive war or dates of service) 
es |" Yhiinear' Wil] 578-05-8590| Springfield Hospital Records: 
1B. CAUSE OF DEATH [Enter only one cause per line for (a), (b). and (c)-] 
PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) Bronchopneuncnia 


ATEX DUE TO 


9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lo a ythdoy) [Months] Days | Hours] Min. 
yt. 


12. CITIZEN OF WHAT COUNTRY? 


UsSAo 


death. 


in 72 ho 


INTERVAL BETWEEN 
ONSET AND DEATH 


Days: 


Conditions, if any, which bh 
gave rise to immediate | 


cause (a), stating the under: ( DUE TO 
g cause lost. ‘e 


F3 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. ree 
z C.B.S,of unknown or unspecified cause with psychotic reaction. YsD NOE 
= 20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part II af item 1B.) 

& JOR CONTRIBUTING LJ CAUSE OF DEATH 

© {(IF EITHER, NOTIFY MEDICAL EXAMINER) 

& [20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn) (Caunty) (State) 
a Hour a. m. While Nat while foctory, street, affice bldg., etc.) 1 

2 p.m. 19 lot work [] at work [J ' 


ACTUAL 
SIGNATURI 


PHYSICIAN'S 
Name (ype, Ellis S,. Margolin; M.D. 
22a. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 
REMOVAL (Specify) 8/22/59 
Fort Lincoln 

23. FUNERAL DIRECTOR'S SIGNATURE AQDRESS. s 

Warner fe ren rey, Inc. sfi¥er Spring, Md. 

y 


22d. LOCATION (City, town, ar county) (State) 


the registror prior to burial, cremation, or removal, ond in ony event wi 


‘2db. REGISTRAR'S SIGNATURE 


Cuttun 8 Faas 


2da. REC'D BY REGISTRAR 


OATE ang 2.4 ‘59 


—~ 


8991 


CERTIFICATE OF DEATH 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


YS962 


Reg. Dist. No. 


*: = 
& 3 1. PLACE OF DEATH ay USUAL RESIDENCE (Where deceased lived. If institution; Residence before admission) 
M \ 3 b. COUNTY 
= ES 2 MARYLAND Jand City 
=. co 8 b. CITY OR TOWN (if outside corporote limits, write c, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL nn give nearest town) 
3 + RURAL and give nearest town) i a 
o* 28 2yr,.2mo.25d: Baltinore 5 
= oo d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d, STREET ADDRESS e. IS RESIDENCE 
a nr i] ia OR INSTITUTION ON A FARM? 
5S >| Springfield State Hospital 1019 Warden Street ves C]_NOE3¢ 
2 
°o 3. NAME OF First Middl Y 4. DATE Ye 
- DECEASED 2 cde ca Ba Month Day ‘ear 
3 Upreier eenl Eli th Ellen Thommen Less August 25 19 59 
° S, SEX 6. COLOR OR RACE |7. MARRIED GR] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Ce last birthday) [Months] Doys | Hours] Min. 
wipowen [] Divorced [J yes. 


100. USUAL OCCUPATION (Give kind of work done 
during most of working life, even if retired) 


10b. KIND OF BUSINESS OR ‘well BIRTHPLACE (State or foreign country) 


112. CITIZEN OF WHAT COUNTRY? 


UsSeAe 


13. FATHER'S NAME 


14, MOTHER'S MAIDEN NAME 


Mary Catherine 


INFORMANT 


|. WAS DECEASED EVER ih U. S. ARMED lead 


‘Yes. no, ar unknown} | (IF yes. give war or dates of service) 


16, SOCIAL SECURITY NO. 


be) 


1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b) ga. (2) 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 


DUE TO 


Then please remave carbon popers. 


The law requires that the death certificate be executed within 24 hai 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in 


€ 
8 
Uv 
& 
S 
S 
2 
ow 
g 
¢ 
£ 
3 
4 
$ 
Fe 
cf 
22 Conditions, if ony, which 
Es gove rise to immediate be 
gc couse (0), stoting the under. (OVE TO 
gs z lying cause last. (e) 
285° 3 Parr ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[0}]19. WAS AUTOPSY 
29 ’ = 
are 3 2's aggocigted cerebral eriosclerosis, with psychotic reaction, | iy"Nc o 
el orete = [2a. ACCIDENT WAS UNDERLYING C]_|20b. DESCRIBE HOW INJURY OCCURRED. (Enier nolure of injury in Part | of Port Il of item 1B.) 
ae wea & | OR CONTRIBUTING C] CAUSE OF DEATH 
qeges & (UF EITHER, NOTIFY MEDICAL EXAMINER) ¢ 
Zsess & ]20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote} 
>5 23 a Hour o.m. While Not while foctory, street, office bldg.. oH H 
Zsir5 3 p.m. 19 lat work [J ot work 
egs525 3 
2725 = 21. | certify that | attended the deceosed fram__5/30 _ 195, to_& 725 a , 19. 2Ahot | lost saw the deceosed 
B22325 . 
Zo 3 3 alive on___8/25/ sey, ms ea and thot death accurred ot 2210B\, from the causes and an the date stated abave. 
e = So ADDRESS (Sireei, city or town, siote) DATE SIGNED 
32 
ee) 
re etn GLbo f~ S7 BAG Mops Spe ringfield State Hospital 8/25/59 
baz } 
S425 ( PHYSICIAN'S 
Reseed NAME (Type iis ile, Mery lend Af | 
= & 
BSD Za. BORIAL, CREMATIPN, | 22b. DATE THEREOF ic. NRME OF CEM ‘OR GREMAT by/ PgAOCATIONALity/ town, or county) (State) 
9,58° REMOVAL (Specity}/ A) ( / y 
moe o v y ly a 
ofott a. 
- a) [?3- FUNERAL DIRECTOR'S SIGNAT! ADDRESS 7 2da. REC'D BY REGISTRAR | 24b. REG(STRAR'S SIGNATURE 
dS \ oe, pare AUG 2 7 ‘59 tho £ Kiamk 


rr 
= 
$ 
& 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : 
8992 CERTIFICATE OF DEATH vee ow. me, UO963 


1. PLACE OF DEATH 4 2. USUAL RESIDENCE {Where deceated lived. If inition: Residence before admission) 
- COUNTY b. COUNTY 


mamrane Ait L Aaa LG LALA 


B, CITY OR TOWKT (IF aubide corporate limits, write Te LENGTH OF STAY IN Tb Ait outside corporote limits, wrile RURAL ond give nearest town) 
RURAL and give ngares! towp) : A 
: La LLLD ! WY [1 g224, 


d. NAME OF HOSPITAL {IF not i in Kospital, give street H oddest) id. R e. 1S RESIDENCE 
oR INSTITUTION ON A FARM? 


yes] noG— 


Middle . Month Da; Yeor 


3. NAME OF : Y 
DECEASED OF 
(Type or print) / azo? 7 URFL: ALUG « Bad 195 
5. SEX 6. COLOR OR FACE [7. aRnieD [] NEVER MARRIED [] [8 BATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HS, 
Fit ie Sia |g per el ae | ee 
YEA. by? A iL, wioowen Be" —ooivorceo Tk yn. 
100, USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY [11, BIRTHPLACE isto or reg” country) 12. CITIZEN OF WHAT COUNTRY? 
daring most of working lites even ceived} 
Z, Bb fa PETE LVL - £724 - LG. 


14. MOTHER'S MAIDEN. NY 


r death: Page 4 
funeral director, 
should be filed with 


Pages | and 2 


4 


KE et O7 De 


is Ke -ASED PYER IN U. S. ARMED FOR‘ al 18. SOCIAL SECURITY NO. 
(Yes, fo for 4 (U0 yes, ria ‘or dates of service] ORY, 
2-2) * GIG _ ieee tet €2 


18. a OF DEATH [Enter only one couse per = for (0). (b). eal CL INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: Ss AND DE. 
IMMEDIATE CAUSE {o! 


bye 


Conditions, if ony, which 
gove tise ta immediote 
cote {0}, stating the under- 
lying cause last. 


thot the death certificate be executed within 24 ha: 
Then please remave corbon papers. 


ires 


Part Il, OTHER SIGNIFICANT CONDITIONS. CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}/19. paw ee! 
een 4g (PN ebirina€ Yen yes] No 


20a. ACCIDENT WAS UNDERLYING C7 20, DESCRISE HOW Lapa OCCURRED. (Enter Rature of injury in Port | or Port Ui of iter# 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Year |20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, form, | 20F, (City or town) {County) {State} 
Hour a.m, While. Not Se foctory, street, affice bldg, etc.) | ee 
pom, lat work [FJ at work i ~ a 


21. | certify that | ottended the deceased OLS Ady hI VWSA, to Qildtp.225, 1FF,that | last sow the deceased 
alive on uth. Bae bs, We, and that uae occurred at_7._# Lie the couses and on the date stated above. 
a ADDRESS (Street, city oF town, stote) DATE SIGNED 

& < 


Sowature_ C74 Ritenoe..te. 1A area 4 ES 4 Dard, 8: 


PHYSICIAN'S 
|_NAME (type) Corfe 5 Jf 4 7 ¢ 


= 
[220. BURIAL, CREMATION, | 226. DATE THEREOF | 220% Caen B DATE THEREOF Zao! NAME OF CEMETERY © MATORY 7d. LOCATION (City. town, or county} (Slote) 
fa EMOVAL 2 Z 4 
eteek eg 301K LP Dizwite LEC Ural LAY Pianta LA 
ERAL DIRECTOR: SIGNATURE 24a, D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


“3° MALLET. pare AUG 31 '59 Onthen 


lace 


MEDICAL CERTIFICATION 


the hospital ar attending physician. 


TENDING PHYSICIAN 


a) 
Ps 
= 
2 
ne. 
a 
€ 
S 
o 
2 
e 
6 
e 
ne 
2 
rs 
£ 
a 
2 
& 
a) 
4 
= 
. 
o 
= 
a 
a 
z 
a 
3 
e 
° 
3 
a 
8 
£ 
2 
io 
2 
o 
8 
= 
5 
< 
4 
° 
5 
a 


the registror priar ta burial, cremation, ar remavo!, and in any event within 72 hi 


page 3 should be detached far use as the burial-transit permit. 


TO HOSPITA! 
may be ret 


File poges 1 and 2 with the Stote Board of H 


form PM3. Poge 5 may be retoine: 


Office oleng with 


Poge 3 should be used os o buriol-tronsit permit. 


iner’s 


prior to buriol, cremotion, or removol, ond in ory event within 72 hours offer death. 


AL EXAMINER: This certificote should be executed within 24 hours after deoth. If ony deloy 
‘ote, writing the word “pending™ in pencil in Item 18. Give Poges 1, 2, ond 3 to the fune 


4 should be torwarded ta the Chief Medical Exomi 


et 
oo 
be 
ao 
=> 
> 
etl se 
5 etSs 
23322 
er ae 
° $ 
im 


VS. AISME 
BM 2/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
8993 MEDICAL EXAMINER’S CERTIFICATE OF DEATH a U596 4 


FOR STATE eg. Dist. 
HEALTH DEPT. 1, PLACE OF DEATH =; 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before | =) 
ac 4 ©. COUNTY ©. STATE b. COUNTY 
B23 fii Carroll MARYLAND Maryland Carroll ae 
a itd b. cine OR TOWN, pede corporate limits, write RURAL cc. LENGTH OF STAY IN Ib c, CITY OR TOWN {If outside corporate limits, write RURAL ond give neorest town) 
ake atasanie a 
238 Union Bridge xX Union Bridge __ 
Se d. if in ital, gin i ‘REET ADDR! e. tS RESIDENCE 
2 3 NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give street address) STREI IDRESS i ON: PARM? 
. x yes] no 
Month Doy ali 
= EL mist = 2219 59 
8. DATE OF BIRTH 9. AGE (in yeon FUNDER TYEAR. IF UNDER ea HPS. 


6. COLOR OR RACE |7. MARRIED im} NEVER MARRIED BR 


White. wIDOWEO [1] bivorced (] 


10s, USUAL OCCUPATION (Gi 
during most of working {i 


tout birthdoy) 


Den Mf - /F94_|_ ay [| 


‘ind of work done! 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


even if retired) au ¢ 


— is 


14. MOTHER'S MAIDEN NAME 


Merch e Lele Aove Soy 
15. WAS. DECEASED EVER IN U.S. ARMED ele SOCIAL SECURITY NO. | 17. ONE 


1Y¥e, 90, yy | UF yan. give w ee ot vervice) _Miwe_ A fa Ho Low Ke ech A bhai Sie as ae ME b. 


18. CAUSE OF DEATH [Enter only ane cause per line for (0). (b). ond (c). } Inieayat arTWeen iN 


PART |. DEATH WAS CAUSED B) 
. immeoiait cause fo) Shotgun Wound of Head. = = 


ey 
i las OS) Out TO 
Conditions, if ony, which (b) 


gave rise to immediale cove 


fo), ttating the underlying( PVE TO 
cause Jost, ae (ch. a 
PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TC TO DE: DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART VYoo]19. WAs Aulors = 

- 
pf Yes#] NO] 

Privan Bor EN ey oO 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part tl of item 1) 4 

OF 
DEATR- Accidental discharge of shotgun 
20c. TIME OF INJURY Month, Day, Yeor 120d. INJURY occu 20e. PLACE OF INJURY (Home, form, 12 420f, (City oF town) (County) (Store) 


While Not whil foctory, street, office bidg., etc.) 


ot work oO ‘of work 


8/22 959 e Carroll Ma, 
tbed abave, held an Autopsy fx], Inspectian 1. inquiry [, and in my 


de []. Undetermined manner [] 


opinion deoth resulted fram: Natural causes J, /Accident fx], Suicide 


camara 
ACTUAL é & CHIEF MEDICAL EXAMINER [7] ps in nal 
SIGNATURE _ ALMA x M.D. 

ay ASSISTANT MEDICAL EXAMINER [3 6/ 22/5 9 

Se EXAMINER'S 
Nani i) Charles S. Petty, MeDe_ Oerurr mebicat pawneet) ve 

720. BURIAL, CREMATION, |22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or county) (State) : 
‘ 


REMOVAL (Specify) 
iA 


[a —— 
‘24b, REGISTRAR'S SIGNATURE 


Ondlan £ Kiama 


fac. REC'D BY REGISTRAR 


oardUG 2 5 '59 


{MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
8994 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


om 


US965 


Reg. Dist. No. 


‘ 


* o. COUNT fe. Ro Z Ze MARYLAND 0. STATE = a ; b. COUNTY 


b. CITY OR TOWN (tt ounide corporate limita, write RURAL ¢. LENGTH OF STAY IN Tb 


‘ond give necrest sown) IWS" i, 2mMe 


d. NAME OF HOSPITAL OR INSTITUTION (If not in haspitol, give street address) 


(= 


Poge 4 shauld be 


ATTLE BoRO 


d. STREET ADDRESS: 


ressory, pleose exe 


@ 


X WESTMINSTER 
“ete ALIGE Avausta” WILLIAMS | fe tia 


If ony delo: 


10a, USUAL OCCUPATION 
ducing most of ee, ife 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


ges 1, 2, and 3 to the funerol 
ile poges 1 ond 2 with the registror prior to buriol, cremation, 


S7/ PLEASANT ST. 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If Institution: Residence before admission) 
BRISTOL. 


«. CITY OR en (IF autide corporate limit, write RURAL end give nearest town) 


v4 3 


e. IS RESIDENCE 
ON A FARM? 


yes) No G— 
Year 


2. 3 ~SY 


5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED []| 8. DATE OF 8IRTH 9. AGE cr ” au Pre | 24 HRS. 
FEMALE | WHITE |wowe ta oworceo O EC .27. 1990 ce 
{Give king ‘pio work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Sicte or foreign ‘country am bet i at WHAT COUNTRY? 
en if tel 
ra ATTLE GOR, MASS, Gee 


HUR S. WHIT. EV ALICE Mc IN TIRE. 


ie WAS DECEASED EVER IN U. S. a, FORCES? | 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
I {Yeu no, ee CAR ie aed R A 
H_YV, Ly/, RCUING WESTMINITA; 


18. CAUSE OF DEATH [Enter only one cause per fine for (0), (b), ond (c).] 


form PM3. Poge 5 moy be retained for yaur 


7 
5 PART 1. DEATH WAS CAUSED 8, “ ‘ 
& IMMEDIATE CAUSE (0) DRO WV AK se B 
3 7 3/7 DUE TO a 
Cc r, is . 
£ Conditions, if ony, which Cats VA R nS1S ra 
gave rite to immediote couse DUE TO ‘s V cay 


(0), stoting the underlying 


INTERVAL BETWEEN 
ONSET AND DEATH, 


vl 


et 


couse lost, (et 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. {Enler noture af injury in Part | or Part Il af item 18.) 
PRIMARY [) or CONTRIBUTING 0 
CAUSE OF DEATH. 


PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ya) 19, Tee er a 


RMED? 
yesC] Not] 


MEDICAL CERTIFICATION, 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |202. PLACE OF INJURY (Hame, form, 1 20. (City or town) 
Hour om. While Nat while foctory, street, office bidg., etc.) | 
pom. wv at work [7] at work [ ' 


CAL EXAMINER: This certificote should be executed within 24 haurs after deoth. 


te, writing the word “pending’’ in pencil in Item 18. Give Pa: 


tubo od. 2 ive al) 


(County) (State) 


21. L certify that 1 took charge of the remains described above, held an Autopsy Oo. Inspection BQ. Inquiry De ond find that 
from: Notural causes [J], Accident [], Suicide [], Homicide [], Undetermined cause []. 


DATE SIGNED 


forworded fo the Chief Medicol Examiner's Office olong 


TO FUNERAL DIRECTOR: Page 3 should be used os 0 burio! 


iF 
ae 
2 


. oO 
CTUA 
» SIGNATURI mo, CHIEF MEDICAL EXAMINER [} 
‘a rc i ASSISTANT MEDICAL EXAMINER ([] So “/s 3 a 
o2 2 x, NAME {Type} am DEPUTY MEDICAL EXAMINER {J 
o $ 3 |. ]22b, DATE THEREOF = * 22d. LOCATION (City, town, or county) (State) 
J ° ; 
é YG 265 ATIEBLRN MASS. 


‘2da. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


TTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hou: 


y the haspital or attending physicion. 


TO FUNERAL DIRECTOR: After this certi 


¢ deoth: Poge 4 


pletely filled in by the funeral director, 


Poges | and 2 should be fi 


lease remave carbon papers. 


te has been signed by the attending physician ond cam; 


the registrar prior ta burial, cremation, ar removal, and in ony oe Sly 72 hours after death. 


poge 3 should be detached far use os the burial-transit permit, Then 


VS ANS (4) 
ISM 40/87 


* 


A 


Ane, 


/ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 &¢ 6 ™ 
8995 CERTIFICATE OF DEATH USIb6 


Reg, Dist. No. 


1 baste ct rt Verte ria da (Where deceased lived. If institution: Residence befare odmission) 
ys |. STA’ 
> Carroll MARYLAND |! ° Maryland b COUNTY. “@arrell. 
b. CITY OR TOWN [IF autside corporate fimits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN [IF outside corporote limits, write RURAL ond give neorest tawn) 
RURAL ond give neores! tawn) 
ural” faneytown x Rural Taneytown 
d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION. } ON A FARM? 
Yes BY No] 
3 een ok First Middle fost 4. oe Month Day Yeor 
iaveuemerint)| George Henry Winemiller DEATH August 13, 1959 


5. SEX 6. COLOR OR RACE |7. MARRIED [X] NEVER MARRIED [] | 8. DATE OF BIRTH 9 AGE (In eon if UNDER 1 YEAR] If UNDER 24 HRS. 
lost oy) | Months! Do: He M 
Male White wioowep [] ovorceo[] | June 26, 1875 vA vt ae ie 
Wo. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Farmer Own farm Maryland U.S.A. 
13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Charles Wesley Winemiller Anna Rebecca Dern 
18. WAS DECEASEDEVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT Address 
T¥en, 0. of vntnown} Ut yes, give wor o dates of service), 
no | none Mrs. Theron Clabaugh, Route #2, Taneytown, Md. 


INTERVAL BETWEEN 
ONSET AND DEATH 


1B. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (e).) 


PART 1. DEATH WAS CAUSED BY: ee 
IMMEDIATE CAUSE (0! flr { £ Ha Cy Cl fae La Newt Dia CEL 
4120.0 DUE TO x 
Mage (ert gas 


Conditions, if any. which ( 
gave rise lo immediate 

couse (a), stating the ynder. ( OVETO 
! 3 (c). 


FA OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS RU TG tSL F 
= mi zi 
3 ES a ae RO, ae. the ‘ ves ENO fa 
= | 200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Port Il af item 1B.) 
& | OR CONTRIBUTING C] CAUSE OF DEATH 
& | (QF EITHER, NOTIFY MEDICAL EXAMINER) 
Ss oe? 
& [2%e. TIME OF INJURY Month, Boy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, |20F. (City or town) (County) (Stole) 
3 Maureen: White Her da. factory, street, office bldg., etc.) ! 
: pom. 19 Jat wark (] at work (J ' 
21. | certify that | attended the deceased from. /O//2._., 19.328, to..S//3.__. , 122 9that | last saw the deceased 
. a Coan e) 
alive an_____ 5. a nee) é weg, and that death occurred at_Z g 3°, fram the causes and an the date stated abave. 
. ADDRESS (Street, city or town, stote) DATE SIGNED 


A ——— 


denature MD. wp Bork Leatacs., Vea 
Nave tvyen__E. Ambler Thompson, M.D. Taneytown, Md, 8 


22d. LOCATION (City, town, or county) {Stote) 


Middleburg, Maryland 


24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


DATE» 7'59 Bratton £ Tress 


— 


death. Poge 4 Diysinr | 


funeral director, 


Poges 1 and 2 should be filed with 


Then pleose remave corbon popers. 


TOR: After this certificate has been signed by the ottending physicion and completely filled in by t 


TENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 ha, 


by the hospitol ar ottending physician. 


poge 3 should be detached for use os the burial-tronsit permit. 
the registrar priar ta buriol, cremation, ar remaval, ond in any event within 72 hours ofter deoth. 


TO FUNERAL 


RG 
Ss 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
8996 CERTIFICATE OF DEATH 


5967 
Reg. Dist. No. 
2. A pele sl ake (Where deceased lived. If institution: Residence before admission) 


,] 1 PLACE OF oe yi 
bi MAge- MARYLAND 


b. CITY OR TOWN (IF outside corporate limits, write | ¢ LENGTH OF STAY IN Ib 
st town) 


RURAL ond givg neo as A 
ay ZS ¥RS 


9, 


3 b. COUNTY ih 2 
LILA ACA: A 2E-CK 
c. CITOR TOWN Af outside corporote limits, write RURAL ond give nearest town) 


x Val, [A/F (itastalpe. FD. 


e 
d. NAME OF HOSPITAL (If not in hospital, give street oddress) , @. STREET ADDRE: e. 1S RESIDENCE 
OR INSTITUTIG / + 2 ON A FARM? 
QD yes 1] No B}— 


3. NAME OF 
DECEASED 


4. DATE Month Day Yeor 
(Type or prin!) 


DEATH GPL 4 . 19 $ 


7. MARRIED "J NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [IGMINDER | YEAR| IF UNDER 24 HRS, 
Boceee y y. lost birthdoy) Pdtonths] Days | Hours] Min. 
winoweo [] orceo] | AZZ > CZ KS fai 


Vos SUA}. OCCUPATION (Give Kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
ry most of working life, even if retired) y, 7] j 
LALA, J Atha Min welt hh (AMAT, 2: Lite. sf 


14. MOTHER'S MAIDEN NAME 2 yy, 

Ahodrte. Uyesbewsn eid 

15. WAS DECEASED EVER IN U. S$. ARi [ye R 17, INFORMANT ddress, 4, . 

ig, WAS DECEASED EVER INU. SAN ROW 


— 


PLL byng by al da hPL 2 SO 


INTERVAL BETWEEN 
ONSET AND DEATH 


a 2 fS HLY. Pf 
18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). ond (c)-] Y 
oO 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0! 


QO ye DUE TO 
Conditions, if any, which (b} 
gove rise to immediote 
cote (o}, stoting the under: ( OUE TO 
lying cause lost. tg 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{0)|19. WAS AUTOPSY 


PERFORMED? 
yes(] so" 

200. ACCIDENT WAS UNDERLYING O] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port tt of item 18.) 

OR CONTRIBUTING [) CAUSE OF DEATH 

{IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED —|20e. PLACE OF INIURY (Home, farm. | 20f. (City or town) (County) (State) 

Hour 0. m. While Not while factory, street, office bldg., etc. 
p.m. W lot work [J] of work [J ' 


21. | certify that | attended the deceased from__.CayaeeL Wwi2r1a Clue FZ. 19.5% that | last sow the deceased 


alive an___. POE By Ww 7, and fhat death occurred at 3.304 47 fram the causes and an the date stated above. 
ADDRESS {Street, city or town, stote) 


MEDICAL CERTIFICATION 


emus / H Fo Arg 2 5 ALG Pe Les ter, ad 


To. BURIAL CREMATION, | 2b. DATE THEREOF | 22r. SYAME GF CEMETERY OR CREMATORY 72d, LOCATION (City, town, or county) « (State) 
JGRENOVAL Goescif] (2 2 ¢ Y 
HAZAA PECY SL ST KM peat tn 224 tg. MAA VAAN Zig 
23. 


INERAL DIRECTOR'S SIGNATURE ‘2a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


LF pate AUG 1 2 '59 Cutler 8, 


MARYLAND STATE DEPARTMENT OF HEALTH=BALTIMORE, 18 = 
8997 CERTIFICATE OF DEATH US968 


oll 


< Reg. Dist. No. 
sf-—~ 
3 PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, If institution: Residence before odmission) 
= Pt oe Carroll marviano || ° STATE Maryland b. COUNTY C 1: 
Be B. GITY OR TOWN lf autide coggorgte ra, “le c. LENG OF 8 e eas IN Tb fi cry oh TOWN. My autside corporote limits, write RURAL ond give nearest town) 
it 
3 ‘ond give nearest town); esvill ampste ad 
25 
eo d. NAME OF HOSPITAL et nat in-hospital, give street Td d, STREET ADDRESS @. 1S RESIDENCE 
+e @ OR INSTITUTIONS rin: voy Weid's RN? 
= e. St: a4 ON A FAI 
> pring | ya: ree yes) No 9) 
ce 
£5 |. NAME OF First Middle Last 4. DATE 4 Year, 
2 DECEASED Cedona Zep, t 
$ I {Type or print) Pp DEATH ‘Kigus bY 19 59 
D 
8 SI ROR RACE |7. manRiegt] NEVER MARRIED [] |®. DAJE « 9. AGE [jn years |IFUNDER 1 YEAR] IF UNDER 24 HRS. 
3 ‘Female * Hite Oo at “870 losf}i§thday) [Months] Days | Hours] Min. 
WIDOWED. DIVORCED [} yrs. 


100. USUAL ousewl ee {Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or fareign cauntry) 


feBding life, even if retired) 


V2.gagN ‘QF WHAT COUNTRY? 


14, MOTHER'S MAIDEN 


13. FATHER'S NAME E 
‘Bourg — : emer 2 p 
1s. WAS DECEASED EVER IN U. S. ARMED (OWCES? [16. SOCIAL SECURITY NO. INFORMANT wn Address 


(Yas, 0. oF unknown) JF yes, give war or datebeiAervice) VW Hospita d Re cords 


18, CAUSE OF DEATH [Enter only one couse per line for (0), {b}, ond (c).] INTERVAL BETWEEN 


T 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
‘ IMMEDIATE CAUSE (0! 


by ee Arteroscliosclerotic Heart Disease 


Conditions, if ony, which (b). 
gove rise to immediote 
cause {a}, stating the ynder- 
lying cause last. fe) 


Then please remave carban papers 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. Reed! 


>» 


The law requires that the death certificate be executed within 24 hau: 


may be retained by the haspital or attending physician. 


TO FUNERAL DIRECTOR: After t! 


Chronic Brain Syndrome, as od peneralized arte ler 
200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW | Suey OCCURRED. {Enter eo of rid in Port | or Part If of item riosel 


OR CONTRIBUTING [ CAUSE OF DEATH 


certificate has been signed by the attending physician and complet 


tached far use as the burial-transit permit. 


MEDICAL CERTIFICATION, 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City ar tawn) (County) (State) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
p.m. 19 Jot work [JJ of work f 


21. I certify that | attended the deceased fram___ 29-59 a ah eae , to. 8x30 Ben 5 Sass SOthat | last saw the deceased 
alive aac ge ee! Oca = _, 1959____, and that death occurred ot 3315PM, fram the causes and an the date stated abave. 


burial, crematian, ar remaval, and in any event within 72 haurs after death. 


ATTENDING PHYSICIAN: 


Nie ADDRESS (Street, city or town, state) DATE SIGNED 
$BUAlge VECCC Liebe, wo, Sprinefield-State-Hospital 


© 


pa 
25 PHYSICIAN'S 

£5 NAME (Type) 

3 2? Za. BURIAL, CREMAJJON, | 22b. DATE THEREOF 22d, CATION {City, t OF county) tote} 
Ea (7 EMOVAL ISpegity) aie, —J i) 

a2 4 z Zz 


re Oe SJSRATORY ‘ADDRESS, 2ha. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
4 
E d Merce 2d [Wf jon SEP_3'59 Cither £ Gan 


